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BLEEDING PEPTIC ULCER 


EDWARD F. LEWISON, M.D., F.A.C.S., Baltimore, Maryland 


HE treatment of bleeding peptic ulcer 

has been the subject of a free and volu- 

minous discussion in the contemporary 

as well as the time-honored annals of 
medical literature. If a final keystone to this im- 
portant and perplexing therapeutic problem has 
not as yet been found, it most certainly cannot be 
attributed to medical or surgical inertness. The 
present prolixity and immense fecundity of the 
current press indicates an eager interest in the 
problem of peptic ulcer and its major perilous 
complication, namely, hemorrhage. 

Medical science advances rapidly and year after 
year new ulcer discoveries are heralded by their 
medical champions, only to be repudiated later 
and discarded. Almost everyone has played “Little 
Jack Horner” with the “peptic ulcer pie,” till there 
is hardly a “plum” left in it. Yet, in the ultimate 
treatment of a patient with massive ulcer hemor- 
rhage, we are still left without a clear-cut indica- 
tion for decisive medical or surgical action. If 
the findings favor surgery, when is the most ex- 
pedient time to operate? Conclusions and de- 
ductions are frequently forced upon us by per- 
sonal and individual experience. The delibera- 
tion and decision required in making a wise choice 
are often based upon ill-defined and intangible 
clinical judgment, the limitations of which are all 
too apparent in a review of the mortality tables. 
About 8,800 people die annually in the United 
States from the sequelae of peptic ulcer alone, and 
massive exsanguinating ulcer hemorrhage is a 
grim contributor to this ghastly toll. 


From the Department of Surgery, Johns Hopkins Hospital. 


Recent observations and scientific progress are 
most likely to have a pronounced effect upon cur- 
rent changes of medical ideas. Dogmas which 
were formerly held in high esteem have now been 
cast aside, only to be supplanted by doctrines 
which long ago were regarded with doubt and 
distrust. This misgiving of our knowledge con- 
cerns many phases of the ulcer problem—the 
origin and nature of the lesion itself, the status of 
medical, simple surgical, and radical surgical 
treatment, the present prospect for a permanent 
cure, and the successful management of the com- 
mon complications of peptic ulcer, namely, per- 
foration, hemorrhage, obstruction, and alkalosis. 

The present conceptions regarding the treat- 
ment of gastroduodenal bleeding alone are in a 
bewildering state of discord and disagreement. 
Great authorities pre-eminent in the profession 
are in controversy regarding the basic principles 
of surgery versis medical management in the 
treatment of massive ulcer hemorrhage. If sur- 
gery is indicated, what is the operation of choice? 
Are the “golden hours” of early surgery truly 
trustworthy and lifesaving, or are they merely 
gilded tenets of alchemy? What type of blood or 
blood substitute should be used to transfuse an 
exsanguinated bleeding ulcer patient? Is mor- 
phine or similar sedation contraindicated? Has 
the Meulengracht prompt feeding program sup- 
planted the starvation regimen, and in which pa- 
tients? What is the prevailing taste in antacid 
therapy? Are amino acids, plastics, or hormones 
more than merely a palliative promise? Is va- 
gotomy the sovereign remedy in bleeding peptic 
ulcer? 
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Claims and counterclaims, some fashionable 
and others old-fashioned, have been collected and 
reviewed in this study. Much of the current and 
existing difference of opinion seems to result from 
the comparison of compiled statistics which are 
not at all similar in the anatomic locale or type of 
ulcer, or the amount of blood which is actually 
lost from an area of bleeding. This fact, in addi- 
tion to the inherent variability of each individual 
patient, makes it evident that the bleeding ulcer 
problem hardly needs a pair of fresh eyes as much 
as it needs a precise common denominator to de- 
termine which ulcer hemorrhage is likely to cause 
death if unchecked by surgery, and, conversely, 
which ulcer will cease to bleed under conservative 
care. 

INCIDENCE 

Among the wound stripes of our modern civili- 
zation, one that continues to show little or no sign 
of improvement in either morbidity, mortality, or 
complications is peptic ulcer. Wangensteen points 
out that autopsy records indicate that an ulcer 
or ulcer scar can be found in from 2 to § per cent 
of all cases. On the basis of autopsy and roent- 
genologic studies, Eusterman estimates that from 
10 to 12 per cent of all persons are afflicted at 
some time in their lives with a chronic gastric or 
duodenal ulcer. The diagnosis of ulcer can be 
accepted with finality only in the cases proved at 
autopsy or operation. Obviously these statistics 
would be half-truths and unreliable. It is ap- 
parent that in evaluating the incidence of peptic 
ulcer, a distinction must be made between the 
actual occurrence of the disease and the recorded 
morbidity. Many factors contribute to a dis- 
parity between the two, particularly when data 
are analyzed on an international level. Differences 
in diagnostic techniques, inequality of medical 
care and hospital study of individual patients, 
dissimilar statistical analyses, and the fact that 
peptic ulcer is not a reportable disease per se all 
challenge the validity of the incidence rates. Mor- 
tality records and the institutional files of diag- 
noses and classification remain as the most reli- 
able indices. 

Thus, classified data on the incidence of hemor- 
rhage in peptic ulcer are derived primarily from 
hospital reports and the compilation of individual 
physicians. However, inasmuch as only a minority 
of peptic ulcer patients receive the benefit of 
either medical or hospital care, it is readily ap- 
parent that recorded rates of incidence can at best 
be only haphazard estimates. 

In a survey of bleeding peptic ulcer it must be 
precisely determined by careful criteria that all 
patients to be considered must have had gross 


ulcer hemorrhage in contrast to occult bleeding. 
The spontaneous vomiting of “coffee ground” ma- 
terial and red blood, or the passage of a black, 
tarry stool will, of course, depend upon the quan- 
tity of gastroduodenal hemorrhage. It has been 
shown by Winters and Egan that as little as 60 
c.c. of ingested blood can be sufficient to cause a 
tarry stool. Daniel and Egan fed 10 subjects pro- 
gressively larger quantities of blood by mouth 
until a glistening, black stool was produced. They 
concluded that’from 50 to 80 c.c. of blood, when 
taken by mouth, are required to produce a tarry 
stool. Chester Jones considers the site of bleeding 
to be most important in a diagnostic and thera- 
peutic evaluation of each patient. Jejunal or ileal 
bleeding results in melena and possibly a bloody 
stool, but rarely in hematemesis. Bockus believes 
that since melena alone occurs more often than 
hematemesis alone in bleeding peptic ulcer, at 
least in this country, it may be related to the rela- 
tively high ratio of duodenal to gastric ulcers 
known to exist in the United States. 

In a recent study all of the patients admitted 
to the Johns Hopkins Hospital (Table I) with a 
diagnosis of duodenal, gastric, or marginal ulcer 
were reviewed by this author. In the period from 
1928 to 1946 there were 2,400 individual patients 
with a definite or presumptive diagnosis of ulcer 
admitted to the hospital, and during this same 
period of time there were 218 patients with active 
ulcer hemorrhages admitted as bed patients to 
the hospital. Thus, about 9 per cent of the ulcer 
patients requiring hospital admission did so be- 
cause of gross hemorrhage. This corresponds 
rather closely with the reports from other large 
medical centers. Kirsner and Palmer at the Uni- 
versity of Chicago report an incidence of massive 
hemorrhage of 10.6 per cent; Eusterman reports 
gross hemorrhage in 17 per cent of the Mayo 
Clinic operative duodenal ulcer cases and gross 
bleeding in 25 per cent of operative gastric ulcer 
cases; and Heuer noted that 21 per cent of the 
New York Hospital ulcer admissions were chiefly 
due to hemorrhage. Eliason and Ebling found 
that acute hemorrhage occurred in 19.5 per cent of 
546 cases of duodenal ulcer, whereas acute mani- 
fest bleeding was present in 39.1 per cent of 92 
cases of gastric ulcer. Goldman considered 890 
patients with peptic ulcer and found that in 38 
per cent ulcer hemorrhage was either the cause of 
admission or a complication which developed 
while the patient was under hospital study. Ina 
series of 575 cases of peptic ulcer, hemorrhage 
occurred in 28 per cent of the cases of gastric 
ulcer and in 28 per cent of the cases of duodenal 
ulcer as well. Anastomotic ulcers have been re- 
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TABLE I.—JOHNS HOPKINS HOSPITAL ULCER 
ADMISSIONS 1928-1946 








Bleeding ulcer 


PATIENTS 





Duodenal 156 





Gastric 25 





Marginal 5 





Combined 8 





Unknown 24 











Total 218 





All ulcer patients with gross hemorrhage who have been 
admitted to the Johns Hopkins Hospital since 1928 were 
included in this study. About 9 per cent of ulcer patients 
requiring hospital admission did so because of hemorrhage. 


ported by Allen, Hurst and Ryle, and Bockus as 
being the ulcers most likely to bleed. 

In a recent article by Crohn and Lerner a plea 
is made for more precise statistics in the search for 
truth concerning the problem of bleeding peptic 
ulcer. The discrepancy in mortality as well as 
incidence statistics quoted by various authors are 
used as a basis of contention that better defined 
data are necessary. Biostatistical chicanery per- 
formed by manipulating the data, inclusions and 
exclusions, and especially the use of small groups 
inadequately followed up is to be deplored. It is, 
of course, not easy to delete the human equation 
and the uncertain guess in systematically classify- 
ing scientific data. This is true particularly when 
human beings and not laboratory animals are the 
object of study. Inasmuch as perhaps only ro or 
20 per cent of all ulcer-bearing patients ever find 
it necessary to seek hospitalization, the accurate 
facts of hemorrhage incidence in peptic ulcer pa- 
tients may never be known precisely. 

Exsanguinating ulcer hemorrhage causing death 
is in reality a rare occurrence. Blackford, in a 
survey ‘of the vital statistics of Seattle, Washing- 
ton, for a 6-year period, collected only 151 cases, 
or 25 per annum. In reviewing the yearly rate of 
admission (Fig. 1) to the Johns Hopkins Hospital, 
it was found that there were between 15 and 25 
patients with bleeding ulcer admitted annually. 
As suggested by Eusterman, there is the general 
impression that the incidence of peptic ulcer in 
the population as a whole is increasing. However, 
at the Mayo Clinic, on the basis of a 25 year 
survey, it was noted that the ratio of patients 
with peptic ulcer to the total patient registration 
had not changed greatly from 1915 to 1942. 

Yet, considering that a devastating war of 
global scope has twice occurred within a genera- 
tion, with all of its concomitant stresses, nervous 
and emotional upheavals, and the deprivations 
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Fig. 1. The period from 1935 to 1946 probably repre- 
sents a more accurate record of the annual hospital ad- 
missions of patients with ulcer hemorrhage. 


incident to war, it is reasonable to presume that 
peptic ulcer and its complications should both 
have increased. However, from the statistics of 
the Johns Hopkins Hospital one could not con- 
clude that the mental and physical strain of 
World War II had predisposed ulcer patients to 
increased hemorrhage. Baker, reporting his ex- 
periences in the Guy’s Hospital Reports, com- 
pared the mortality record during the war years 
with that of a similar 6 year period preceding the 
war and found data differing somewhat from our 
statistics. From the years 1934 to 1939, the mor- 
tality from bleeding ulcer was 7 per cent. From 
the years 1940 to 1945, the mortality in the same 
institution was 13.4 per cent. It is quite possible 
that the increase in mortality noted by Baker 
was due to the physical and mental strain of aerial 
warfare and the robot bombings suffered by most 
of the British people throughout the war. Coin- 
cident with this increase in mortality from bleed- 
ing ulcer there was a concomitant increase in the 
incidence of peptic ulcer in general, perhaps an- 
other somatic manifestation of these turbulent 
times. 

It is, of course, a commonplace characteristic 
that the pangs of peptic ulcer are less prevalent 
during the summer months. This low ebb of ul- 
cerative disease is also reflected in the decreased 
incidence of ulcer hemorrhage during June and 
July as indicated by the records of the patients 
admitted to the Johns Hopkins Hospital (Fig. 2). 
Baker also noted a slight decrease in ulcerating 
disease in late spring and early summer. 

Definite seasonal exacerbations are known to 
occur in duodenal ulcer during the early spring, 
late fall, and early winter months. The reason 
for this seasonal periodicity has never been satis- 
factorily explained, although Crohn and Schwartz- 
man believe that massive ulcer hemorrhage may 
be due to a local Schwartzman phenomenon from 
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Fig. 2. Seasonal exacerbations are known to occur in 
peptic ulcer and this fluctuation is also reflected in the 
monthly admission rate to the Johns Hopkins Hospital of 
patients with bleeding ulcer. 


upper respiratory infections which are most com- 
mon during the spring and late fall. Lisa and 
Likely reported 5 cases of chronic peptic ulcer 
with death from exsanguinating hemorrhage in 
which bacterial infection of the wall of a large 
calibered artery was demonstrated in each case. 
Harkins in 1938 studied the problem of acute ulcer 
of the duodenum as a complication of burns—the 
eponymic Curling’s ulcer—and reported its rela- 
tion to sepsis. It appears quite likely that many 
gastroenteric hemorrhages of unknown origin may 
have as their source of bleeding an acute ulcer or 
erosion of the gastric mucosa secondary to infec- 
tions elsewhere in the body. These lesions for the 
most part tend to heal rapidly and with ease, and 
by the time objective examination is permissible 
the acute ulcer has disappeared and has left little 
or no trace of its presence. 

A number of studies have indicated that the in- 
cidence of ulcer varies considerably in peoples of 
different race and color. The variation is con- 
sidered to be greatest between highly civilized and 
primitive groups. When the latter group develops 
gastroenteric ulcerative disease it has been fre- 
quently attributed to nutritional, dietary, or hy- 
gienic factors. 

In our study at the Johns Hopkins Hospital 
(Fig. 3) the ratio of white patients with bleeding 
peptic ulcer to negro patients with bleeding peptic 
ulcer was 2.3 to 1. This may, of course, be ex- 
plained by an equivalent difference in bed capac- 
ity of the hospital for the respective races, or 
perhaps accounted for by the racial census of 
Baltimore, which is approximately in the propor- 
tion of 4 whites to 1 negro. Bockus reports that 
at the Graduate Hospital in Philadelphia, Penn- 
sylvania, peptic ulcer in the negro and in the white 
person shows about the same tendency to bleed. 
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Fig. 3. The proportion of males to females in the group 
of cases surveyed at the Johns Hopkins Hospital was 5.2 
to 1. However, it is of interest to note that of the 16 deaths 
which occurred 15 were males and 1 was female. 


Boros reported the case histories of an inter- 
esting familial incidence in bleeding peptic ulcers. 
Six members of a family of 13 gave evidence of 
ulcer hemorrhage over a period of 7 years. All of 
the patients were over 45 years of age. Other 
reports noting the familial incidence of ulcer hem- 
orrhage are rare. 

Considering the aspect of sex incidence in pep- 
tic ulcer, there are about 4 times as many men 
as women who have either gastric or duodenal 
ulcer. Among 200 proved cases of massive ulcer 
hemorrhage, Jankelson and Segal report that there 
were 165 males and 35 females, a ratio of 5 to 1. 
Crohn and Lerner studied 216 cases of acute mani- 
fest ulcer hemorrhage and found that the ratio of 
males to females was also 5 to 1. In their care- 
fully analyzed cases there were 147 duodenal 
ulcers, 29 gastric ulcers, and 40 anastomatic ul- 
cers. Ina similar survey of our cases at the Johns 
Hopkins Hospital (Fig. 3) the proportion of males 
to females was found to be 5.2 to 1. However, it is 
of interest to note that of the 16 deaths which oc- 
curred, 15 were in males and only 1 was in a fe- 
male. Blackford and Allen, in their review of 
death certificates in Seattle, Washington, found 
that 21 per cent of the deaths ascribed to bleeding 
peptic ulcer occurred in women. Burger and 
Hartfall, reporting from Guy’s Hospital in Lon- 
don, found the mortality from ulcer hemorrhage 
in males to be 28.5 per cent and in females to be 
only 9.5 per cent. 

Among the varied factors which affect the se- 
riousness of ulcer hemorrhage, age has been 
shown by many investigators to be highly im- 
portant. Kiefer and McKell quote the compiled 
statistics of Mulsow to indicate that the so-called 
infrequency of ulcer after the age of 60 is more 
apparent than real. Of 4,079 cases collected from 
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the literature, 10.5 per cent occurred in«persons 
above the age of 60 years. This varies but little 
from the age distribution of the general white 
population in the United States, which is reported 
as 10.8 per cent over the age of 60. Gross hemor- 
rhage in the minds of the Lahey Clinic staff con- 
stitutes the most serious threat to life that elderly 
patients have to face in connection with their 
ulcers. Our experience at the Johns Hopkins 
Hospital (Fig. 4) corroborates the fact that ulcer 
hemorrhage is more likely to be serious or fatal 
among patients past 50; for in 150 patients under 
the age of 50 the mortality rate was only 5.3 per 
cent, whereas in 68 patients above the age of 50 
the mortality rate was more than doubled—11.8 
per cent. However, it is worthy of note that there 
were 8 patients under the age of 50 who died and, 
of these, 4 died in the third decade of life. Thus, 
even young patients with elastic arteries may die 
of ulcer hemorrhage, for youth alone is no guar- 
antee of absolute hemostasis. 

Most of our cases of ulcer hemorrhage occurred 
in the decade of life between 30 and 4o. Also, 
more than 50 per cent of the entire series (112 
patients) ranged in age between 30 and 50 years. 
Wangensteen reports 2 patients under 20 years of 
age who had undergone partial gastric resection 
for ulcer. One was a boy of 14 who has been com- 
pletely free of any recurrence for a postoperative 
period of 6 years. The other patient was a 19 year 
old boy who had repeated massive hemorrhages 
from a duodenal ulcer. He, too, has remained 
well, although the followup period was not stated. 

Bohrer, in a most enlightening article on the 
subject of massive gastric hemorrhage, found a 
mortality of 28.7 per cent in patients with bleed- 
ing ulcer who were past 45; whereas, the overall 
mortality was only 20 per cent for those patients 
younger than 45. Blackford and Allen noted that 
95 per cent of the deaths from bleeding ulcer oc- 
curred in patients past 45 years of age. Jankelson 
and Segal found that the average age of patients 
with ulcer hemorrhage was 45. More than 50 per 
cent of their patients fell into the age range be- 
tween 30 and 50. There were 21 deaths from 
hemorrhages or their complications, and 13 of 
these were among patients over 50 years of age. 

Krarup, writing in the Scandinavian literature, 
believed that age had little influence upon the final 
therapeutic result. This opinion is not favored by 
many of the contemporary investigators either 
here or in England. 

Meyer, Sorter, and Necheles made a critical 
evaluation of the age factor in the medical and 
surgical treatment of hemorrhage from peptic 
ulcer. Among their cases of severe hemorrhage 
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Fig. 4. In 150 patients with bleeding peptic ulcer who 
were under the age of 50 years the mortality rate at the 
Johns Hopkins Hospital was only 5.3 per cent, whereas in 
68 patients above the age of 50, the mortality rate was 
11.8 per cent. The highest mortality rate occurred in the 
sixth decade. 


they found a surgical mortality of 30 per cent in 
patients under 45 and a surgical mortality of 42.9 
per cent in patients over 45. In comparing this 
with their patients treated medically, they found 
no mortality in the age group under 45, and a 21 
per cent mortality in the older age group, above 
45. Metheny and Green sum up the age factor by 
indicating that a favorable result of conservative 
therapy can almost always be expected in pa- 
tients with bleeding ulcer if they are under 45 
years of age. They go so far as to state that in 
young people bleeding ulcer is a self-limited and 
nonfatal disease—an optimistic outlook attained 
perhaps by closing one eye and hoping with the 
other. 
BLEEDING 

The exact assessment of the severity of ulcer 
hemorrhage is by no means easy. Even less clear 
is the path to truth in ascertaining the exact cause 
of gross hemorrhage from the upper gastroin- 
testinal tract. The amount of blood vomited or 
passed through the bowel can rarely be accurately 
measured. History is frequently unreliable, direct 
measure of severity or rapidity of blood loss is 
impossible, and physical signs are of benefit only 
as late indicators of imminent shock. Thus, since 
there are no precise criteria for the classification of 
hemorrhage it is indeed disconcerting to realize 
the foibles and fallacies of statistical data which 
we have come to accept as reasoned truths and 
which we continue to communicate by contagion. 
Green and Metheny consider that the funda- 
mental therapeutic problem in hemorrhage, other 
than the direct arrest of bleeding, is the deter- 
mination of the amount of blood required to re- 
store the circulation to normal. The appraisal of 
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hemorrhage by red cell count, hemoglobin, and 
hematocrit values is subject to two chief sources 
of error. These values, firstly, are reduced by pre- 
existing anemia, and, secondly, are unaffected by 
massive hemorrhage until hemodilution has oc- 
curred. The authors indicate the value of a tilt 
test in estimating acute blood loss regardless of 
cause. 

As suggested by Bockus, massive bleeding into 
the upper alimentary tract may be due to many 
diverse causes. A modification of Balfour’s classi- 
fication into intragastric and extragastric causes 
has been used by Bockus because of its simplicity. 
This is as follows: 

A. Intragastric causes of bleeding 
1. Peptic ulcer (including duodenal and post- 
operative) 
Gastritis and duodenitis (erosions) 
Gastric malignancy 
Syphilis and tuberculosis of the stomach 
Benign tumor of the stomach or duo- 
denum 
Postoperative hemorrhage 
Rupture of sclerotic blood vessel 
Gastric crises of tabes dorsalis 
Supradiaphragmatic stomach (hiatus 
hernia) 
10. Trauma 
B. Extragastric causes of bleeding 
1. Cirrhosis of the liver 
2. Portal or mesenteric thrombosis (portal 
hypertension due to other causes 
3. Splenic diseases: splenic anemia, Banti’s 
syndrome (congestive splenomegaly), 
and other types of splenomegaly 
4. Diseases of the esophagus: 
Malignant or benign tumor 
Peptic ulcer 
Esophagitis and erosions 
Syphilis, tuberculosis and actinomycosis 
Diverticula 
Foreign body 
5. Blood diseases: 
Purpura 
Polycythemia 
Hemophilia 
Pseudohemophilia or fibropenia 
Hereditary hemorrhagic angiomatosis 
Hemorrhagic disease of the newborn 
Pernicious anemia 
Hemolytic jaundice 
Hodgkin’s disease 
Leucemia 
6. Jaundice (prothrombin deficiency) 
7. Diseases of the gall bladder, appendix, and 
pancreas (carcinoma of pancreas involving 
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» the duodenum; gallstone or malignan- 
cy eroding into stomach or duodenum) 
8. Lesions of the small intestine: 
Benign and malignant tumors 
Carcinoma of the papilla of Vater 
9. Cardiac and pulmonary disease 
10. Other systemic causes (toxic, infections 
and nutritional conditions, and shock) 
11. Aneurysm or abscess ruptured into the 
gastrointestinal tract 
12. Swallowed blood: 
Epistaxis 
Hemoptysis 
Bleeding from mouth and pharynx 
Malingering 
13. Vicarious menstruation 
Rivers and Wilbur have studied the intrinsic 
gastroduodenal lesions as causative factors of 
hematemesis. These authors re-emphasize the 
importance of excessive or unusual physical or 
mental exertion in exciting active hemorrhage in 
peptic ulcers. Alcoholic abuse, acute infections, 
extreme fatigue, allergic reactions, trauma, and 
burns may all provoke bleeding from an ulcer. 
Eusterman states, “It is conservatively esti- 
mated that chronic peptic ulcer is the cause of 
gross hemorrhage from the upper part of the di- 
gestive tract in as high as 85 per cent of cases.” 
Bockus believes that from 60 to 75 per cent of all 
cases of hematemesis and melena are caused by 
gastric, duodenal, or anastomotic ulcers. Hellier 
reported an interesting group of 303 cases in 
which the etiology of hematemesis was found to 
be as follows: 
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Those cases considered to be “proved ulcers” were 
confirmed by x-ray, operation, or autopsy. In the 
“probable ulcer” cases, roentgenograms were 
either not taken or they were found to be nega- 
tive, often at a later date. One may speculate re- 
garding the incidence of gastritis in the doubtful 
cases. Would a similar study (including gas- 
troscopy) done more recently have changed the 
diagnoses in these obscure cases? 

Allen places the bleeding from duodenal ulcers 
at 41 per cent, from carcinoma at 20 per cent, 
gastric ulcers at 18 per cent, marginal ulcers at 
3 per cent, esophageal varices at 16 per cent, 
and unverified lesions at 2 per cent. 

Bortz in a study of diffuse hemorrhage from the 
stomach outlines the common causes as ulcers, 
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neoplasms, infections (acute and chronic), sys- 
temic diseases, and corrosions. Rivers and Wil- 
bur reviewed 668 case histories involving hema- 
temesis and found that 513 or 76.8 per cent of the 
patients had peptic ulcer. In discussing lesions of 
the small intestine which produce massive hemor- 
rhage with symptoms simulating ulcer, Segal, 
Scott, and Watson review the histories of 3 pa- 
tients in whom pain and melena were present. 
Negative x-ray findings and failure to aspirate 
blood from a stomach tube altered the initial 
diagnosis of bleeding peptic ulcer. Operation re- 
vealed 2 cases of carcinoma of the jejunum and 1 
case of hemangioma. 

Schatzki, in discussing the various aspects of 
the roentgenologic examination of patients with 
bleeding from the gastrointestinal tract, believes 
that a watery suspension of barium is no more 
dangerous to the patient than food. In cases in 
which the origin of the hemorrhage is obscure, 
X-ray examination is carried out first by a scout 
film of the abdomen, then the large intestine is 
examined, next the esophagus, stomach, and duo- 
denum, and, finally, the small intestine. Patients 
can be examined during bleeding, but it is desir- 
able, except in cases of undiagnosed recurrent 
hemorrhage, to postpone examination until the 
active massive bleeding subsides. 

It has been clearly shown by Blalock and those 
working in the field of shock that loss of blood or 
plasma is a most significant initiating factor in the 
production of shock. Decreased blood volume 
and reduced circulation caused by massive, re- 
peated, or prolonged ulcer hemorrhage bring 
about the various physiologic and clinical changes 
which are the sustaining factors in shock. Co- 
pious bleeding leads to tissue anoxia, increased 
capillary permeability, and eventual irreversible 
peripheral circulatory collapse. Fatal shock with 
characteristic hemoconcentration and pathologic 
changes in the tissues can be produced even by 
slow persistent bleeding. It does not seem to 
matter whether the hemorrhage is on the surface 
of the body or into the gastrointestinal tract, as 
in ulcer bleeding, as far as the production of shock 
is concerned. 

Riggs, Reinhold, e¢ al. found significant defi- 
ciencies in serum protein, albumin, and vitamin C 
concentrations in a group of 52 cases of peptic 
ulcer. A more marked deficiency would probably 
be demonstrated in cases of bleeding ulcer, which 
would increase the hazard of the complication of 
shock. Bohmansson analyzed the cause of death 
in 140 patients operated upon because of massive 
ulcer hemorrhage and found that in 50 per cent 
it was the result of shock and in the other 50 per 
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No. Deaths | Percent 
Moderate 83 2 2.4 
Massive 102 12 11.7 
Minimal 32 2 6.2 
Unknown I ° 








The highest mortality rate occurred, as might be ex- 
pected, in the group of cases classified as massive hemor- 
rhage. The statistics are from a personal study of the cases 
at Johns Hopkins Hospital. 


cent it was due to suture insufficiency and sec- 
ondary peritonitis. Jones stresses the importance 
of dehydration in severe hematemesis and melena. 
After a review of deaths due to bleeding ulcer, 
Jones believes that dehydration is a frequent and 
major factor in causing shock and death. He 
estimates that patients with bleeding ulcer may 
need as much as from 4,500 to 9,000 c.c. of fluid 
to maintain their water and mineral balance. 

In the absence of simple and reliable methods of 
determining the effective circulating blood vol- 
ume, clinical judgment alone is difficult and esti- 
mation of the true blood loss (when determined 
early) may even be misleading. The initial blood 
counts and hemoglobin determinations are not 
accurate indices of the severity of bleeding be- 
cause it may be several days before the blood 
volume can be again restored to normal, and only 
then can the magnitude of the actual blood loss be 
measured. Clinical signs of a reduced blood vol- 
ume are mainly to be found in alterations of the 
blood pressure and impaired physiologic functions 
incident to a decreased blood flow. 

In our series of cases at the Johns Hopkins 
Hospital (Table II), gross ulcer hemorrhage was 
empirically divided into three groups: minimal, 
moderate, and massive; these depended primarily 
upon the stated impression of the severity of the 
blood loss as recorded in the hospital history. This 
means of classification was further verified, as best 
it could be, by the clinical condition of the patient 
and the routine laboratory blood studies. Ac- 
cording to every reasonable expectation the high- 
est mortality rate occurred in the group of cases 
classified qualitatively as those with “massive 
hemorrhage.” 


BIOCHEMICAL CHANGES ASSOCIATED WITH BLEED- 
ING PEPTIC ULCER 


Most authorities are agreed that greater vigi- 
lance and clinical alertness in the medical observa- 
tion of cases of bleeding ulcer augmented by esti- 
mations of the blood urea may be most helpful in 
sifting the severe from the simple ulcer hemor- 
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rhages. It was noted by Sanguinetti in 1934 that 
massive hemorrhage into the gastrointestinal tract 
caused an increase of blood urea, occasionally to 
uremic levels. He succeeded in causing an in- 
crease in blood urea in 2 subjects to whom he fed 
animal blood. Other investigators have pre- 
sented evidence indicating the importance of the 
absorption of blood break-down products as a 
cause of the uremia of hemorrhage. In cases of 
ulcer hemorrhage there is usually an oliguria and 
sometimes an anuria. Albuminuria is rare. The 
urine may show a good concentration of urea, but 
the specific gravity is not as high as might be ex- 
pected. There is ample evidence, however, to 
show that hyperazotemia may occur following 
massive hemorrhage into the gastrointestinal 
tract without any obvious disturbance of renal 
function, dehydration, starvation, or shock. Borst 
has shown that the urea clearance may be normal 
in some cases of hyperazotemia due to massive 
intestinal hemorrhage. 

Although the actual mechanism of this altera- 
tion of blood chemistry is obscure, it has been re- 
ported by some observers that the rise in blood 
urea closely parallels the degree of hemorrhage 
into the intestinal tract. In the absence of severe 
vomiting or renal impairment, the extent of the 
elevation of the blood urea nitrogen may be used 
as a gauge of the severity of bleeding. Borst at- 
tributed the azotemia to the rapid absorption of 
urea formed from the blood in the intestinal tract. 
However, Johnson administered whole blood by 
the stomach tube in amounts up to 1,500 c.c. and 
noted a marked elevation of the blood urea in only 
I patient who had impaired kidney function. 

Witts believes that the increase in urea nitro- 
gen is due to the fall in blood volume which re- 
duces the blood flow through the kidneys. This 
occurs at a time when the kidneys have the extra 
work of excreting a large amount of nitrogenous 
products derived from the blood which is in the 
intestine. Yet, other investigators found the rise 
of blood urea nitrogen less closely related to the 
severity of the hematemesis, melena, or anemia. 
Regardless of the uncertainty of its origin, the 
azotemia usually occurs promptly within the first 
day or two of ulcer hemorrhage, and may be used, 
within limits, as a guide in charting the course 
and management of a bleeding peptic ulcer. Schiff 
and Stevens noted the greatest rise in blood urea 
nitrogen within from 24 to 48 hours after ulcer 
bleeding, with a return to normal at the end of 72 
hours. It appears probable in certain cases that 
the azotemia is due to the combined effects of the 
reduced blood volume, lowered blood pressure, 
anoxemia, dehydration associated with ulcer 


hemorrhage, as well as the added load imposed 
upon the kidneys of excreting the excess waste 
products due to the breaking down of the blood. 

If bleeding has stopped and shock or kidney 
damage has not intervened, the blood urea nitro- 
gen can be expected to return to normal within a 
few days. Bockus reports the following case in 
point: 

“A young man, twenty-two years of age, 
admitted to the Graduate Hospital recently, who 
had vomited*blood five days previously and 
passed tarry stools until three days before ad- 
mission, but who had not been in shock at any 
time. The erythrocytes were 2,100,000 per cu. 
mm. of blood and the hemoglobin 5 gm. per cent, 
yet the blood urea nitrogen concentration re- 
mained normal, 15 mgm. per 100 c.c. of blood. 
The normal blood urea nitrogen concentration on 
admission in the presence of such a severe anemia 
suggested that the bleeding had ceased without 
renal impairment or tissue damage from shock.” 

Extreme elevations of the blood urea nitrogen 
are rarely due to absorption of the blood alone. 
Schiff and Stevens recorded 4 deaths in 5 cases in 
which the blood urea nitrogen concentration was 
above 100 mgm. per 100 c.c. The blood urea nitro- 
gen together with the blood count, hematocrit, 
blood pressure, and pulse will prove most impor- 
tant in determining whether bleeding is continuing 
or has ceased. Bick and Wood have studied the 
alterations in the body chemistry associated with 
hemorrhage from the stomach and duodenum. In 
discussing 13 carefully examined case histories 
they found a decrease in the blood chloride con- 
tent after hematemesis due to loss of blood, vom- 
iting, and a restricted diet. Otherwise the blood 
chloride concentration may be normal or slightly 
increased. The sodium chloride urinary output is 
also reduced and there is a depletion of plasma 
protein. The body seems to be striving to con- 
serve its chloride supply by achloruria. Borst has 
reported an increase in urinary potassium excre- 
tion in massive hemorrhage. Blood potassium 
levels were normal or only slightly decreased. 
Christiansen has also noted indicanuria, urobilino- 
genuria, icterus, hyperglycemia, and hyperadren- 
alinemia in his studies of the biochemical changes 
produced by massive intraintestinal hemorrhage. 


PAIN 


Several of the British surgeons, among them 
notably Gordon Gordon-Taylor, have stressed the 
importance of severe or intractable pain as a pre- 
cursor of ill-boding in ulcer hemorrhage. The 
presence of excruciating pain preceding active 
bleeding and persisting afterward is considered a 








—lalzal_elygt 





1 
: 
: 
7 
1 








TABLE III.—PAIN 


























Per cent 
No. Deaths Mortality 
Severe pain with bleeding 66 6 9.0 
Severe pain before or after 
bleeding 4 ° 0.0 
No severe pain 147 10 6.8 
Unknown I ° 0.0 





The presence or absence of severe pain seemed to have 
little significant bearing on the ultimate prognosis or the 
mortality of ulcer hemorrhage in our series of cases. 


bad omen and its prognostic significance favors 
urgent and early surgery during the period of 
active hemorrhage. Allen and Welch, however, 
have been impressed by the “appreciable per- 
centage of ulcer patients who have little or no 
warning of exacerbations.” A variation in pain 
pathway or an unusually high pain threshold has 
been offered as a possible explanation in ulcer 
patients who bleed without warning. 

From the experience in our group of cases 
(Table III) one cannot confirm this British belief 
or even conclude that severe pain is a Cassandra 
in ulcer hemorrhage. Little significant difference 
in mortality statistics was noted regardless of 
whether severe pain was present in bleeding ulcer 
or not. In Wangensteen’s indications for opera- 
tion, relief of pain is considered a sign for surgical 
intervention. Approximately 20 per cent of all 
ulcer patients subjected to gastric resection were 
so treated because of intractable pain. Following 
massive hemorrhage it is believed by Crohn and 
other clinicians that an ulcer may heal quite 
rapidly. Crohn observes that persistence of pain 
following severe ulcer bleeding may denote fur- 
ther bleeding and continuation of the process. 

In considering pain associated with bleeding 
peptic ulcer one may occasionally be at a loss to 
differentiate ulcer pain from coronary thrombosis, 
particularly in elderly patients. Such a case of 
bleeding peptic ulcer associated with myocardial 
infarction due to recent and old coronary throm- 
boses was reported recently from the Massa- 
chusetts General Hospital. 


DIAGNOSIS 


Among medical and surgical emergencies, mas- 
sive hematemasis occupies a unique place in test- 
ing diagnostic ability and acumen. The diffi- 
culties in eliciting a reliable history for the pur- 
pose of skillful differential diagnosis is illustrated 
by Bohrer in reporting the following 2 cases: 

“A well-nourished woman, age forty-seven, was 
admitted to the Knickerbocker Hospital in a state 
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TABLE IV.—HISTORY 


Me 
No previous ulcer history......... 

Prior history of bleeding ulcer 
No prior history of bleeding ulcer.......... . 108 
III Soi. x Soa oades tudes sas canna ae 2 


Those patients whose history indicated recurrent ulcer 
hemorrhages had about the same fatality rate as those ad- 
mitted during their first attack of bleeding. 





of severe shock following profuse hematemesis. 
No diagnostic history could be obtained, as she 
had always been well up to the time of hemor- 
rhage. Postmortem examination revealed an early 
cirrhosis of the liver with esophageal varices. A 
blood clot was found in the ruptured varix. 

“Contrast the above case with the following: 
G.G., a man age forty-five, was admitted for mas- 
sive gastric hemorrhage. He admitted taking an 
excess of alcohol and gave an indefinite history of 
previous gastric disturbance, especially while 
drinking. He continued to vomit blood. A diag- 
nosis of esophageal varix was made but autopsy 
revealed a punched-out gastric ulcer with a fair- 
sized open vessel in its center.” 

The stigmata which point to the diagnosis of 
cirrhosis of the liver with a bleeding esophageal 
varix are stressed by Bohrer as being spider an- 
giomas, splenomegaly, “liver palms,” sparcity of 
hair, clubbing of the fingers, and fetor oris. 

In our series (Table IV) of 218 peptic ulcer 
patients with hemorrhage, more than 75 per cent 
gave a characteristic clinical syndrome of typical 
chronic ulcer. Less than 25 per cent failed to give 
an orthodox ulcer history prior to the onset of 
bleeding, but for the most part were found to have 
an ulcer upon further careful study or at operation. 

LaDue reviewed 82 case histories and found 
that 87 per cent of the patients had a previous 
history suggestive of ulcer. In only 12 per cent 
was hemorrhage the first symptom that the pa- 
tients noted. 

The difficulties encountered in the differential 
diagnosis of gastroduodenal bleeding are appar- 
ently more perplexing to investigators abroad 
than they are to American physicians. Holman, 
in a study of the New York Hospital cases of 
ulcer hemorrhage, states that “the commonest 
cause of bleeding from the stomach or duodenum 
is peptic ulcer, and this diagnosis can usually be 
made. after such other possible causes as eso- 
phageal varices, cancer and the hemorrhagic 
diatheses have been excluded.” Whereas Witts, 
Physician in Charge of Medicine at St. Bartholo- 
mew’s Hospital in London, found that only 37 
per cent of the cases of gastroduodenal bleeding 
were due to peptic ulcer and the remainder of the 
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group were due to acute erosion, gastritis, and 
cirrhosis. 

The fact that it is difficult to distinguish ac- 
curately between gastritis, acute erosions, chroaic 
ulcers, and neoplasms certainly has been respon- 
sible for the discrepancies noted in the reports of 
so-called comparable series of bleeding ulcers. 
There can be little doubt that in hemorrhage re- 
sulting from acute erosion or gastritis the mor- 
tality is negligible, whereas in chronic ulcer hem- 
orrhage the mortality is high. Gastritis appears 
to be far more common in England and the con- 
tinental countries than in this country. By its 
very nature and great similarity to the clinical 
picture of chronic ulcer, gastritis often may be 
mistaken for peptic ulcer. Gastroscopy alone set- 
tles the diagnosis, but in the presence of gastro- 
duodenal bleeding such a procedure is not with- 
out hazard. 

Blood loss into the upper gastrointestinal tract 
not exceeding 350 c.c. usually causes no symp- 
toms. The slight temporary loss in blood volume 
is quickly compensated for by the body fluids and 
normal blood reservoirs. In discussing the signs 
and symptoms of bleeding peptic ulcer, Euster- 
man points out that since the majority of ulcers 
are duodenal in location, a diagnostic feature 
worthy of note is whether melena predominates 
greatly over hematemesis. The other diagnostic 
signs and symptoms which are classic and familiar 
are sudden weakness and dizziness, perhaps pre- 
ceded by hematemesis. A desire to defecate may 
be followed by the passage of a tarry stool. Syn- 
cope often occurs, associated with pallor, cold and 
clammy skin, perspiration, increased pulse rate, 
and a transient fall in the blood pressure. Rest- 
lessness, air-hunger, and thirst are other mani- 
festations of peripheral circulatory collapse pre- 
cipitated by massive exsanguinating hemorrhage 
from the stomach or duodenum. 

LaDue found that 40 per cent of the 82 pa- 
tients whom he studied had had a previous epi- 
sode of ulcer bleeding. Although it is more or less 
commonly believed that the mortality rate in- 
creases with each recurring ulcer hemorrhage, our 
series of cases fails to verify this belief. The 
patients whose history indicated recurrent ulcer 
hemorrhages had about the same fatality rate as 
those admitted during their first attack of bleed- 
ing. Kirsner and Palmer found that “the mor- 
tality rate was approximately as high in the first 
hemorrhage as in subsequent hemorrhage.” Allen 
and Benedict report that “sixty per cent of our 
fatal cases died during their first episode of bleed- 
ing.” Thus, it has been rather a hackneyed dogma 
to say that no patient ever dies from his first ulcer 


hemorrhage. However, like so many another 
prominent misstatement of facts, tradition is apt 
to repeat it as truth. 

Nevertheless, Burger and Hartfall carefully 
checked the number of hematemeses and the 
amount of blood vomited in 137 cases, and found 
that the actual number of hematemeses rather 
than the volume of blood lost was of prognostic 
importance. 

















Hematemeses Cases Deaths Per cent 
I 59 5 8.5 
20r3 59 15 25.0 
4 or more 19 Ir 58.0 














Hesser in reviewing the medical literature found 
that relapsing gastric hemorrhage occurred in 
from 30 to 35 per cent of all cases of bleeding 
ulcer. The ratio of duodenal ulcers which bled to 
gastric ulcers which bled was about 2 to 1. The 
prognosis of relapsing hemorrhage was held to 
be as good or better than that of primary hemor- 
rhage. Regardless of the kind of operation per- 
formed for bleeding, relapsing hemorrhage still 
uccurred not infrequently. Thus, in view of the 
benign course of most relapses and the ineffective- 
ness of surgery to prevent recurrences, Hesser con- 
cluded that “only secondary importance should 
be attached to a previous hemorrhage as an indi- 
cation for surgery.” 

Blackford and Allen’s statistics revealed that 
of the 151 deaths ascribed to bleeding peptic 
ulcer, 77 per cent occurred following the first 
hemorrhage. Allen and Welch, in reporting the 
extensive experience primarily of Allen, conclude 
that massive ulcer hemorrhage which occurs re- 
peatedly in the short span of several days is nearly 
always “surgically hopeless.” Only 1 patient 
survived radical surgery after the seventh day of 
bleeding. Yet, Heuer reports that 1 patient had 
59 massive ulcer hemorrhages over a 25 year 
period. Death, being a “kind umpire of men’s 
miseries,” finally carried the patient off following 
a traumatic intracranial hemorrhage. 


COMPLICATIONS 


Needless to say, in dealing with bleeding pep- 
tic ulcer, it is of the utmost importance to de- 
termine, if possible, which ulcer hemorrhage is 
likely to cause death if unchecked by surgery, 
and, conversely, which ulcer will cease to hemor- 
rhage under proper conservative care. Several 
common complications of bleeding ulcer were 
studied in our group of 218 cases and their re- 
spective mortality rates ascertained. (Table V). 
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The diagnosis of pyloric obstruction associated 
with vomiting or visible gastric peristalses, or 
objectively demonstrated by x-ray examination, 
is usually not difficult. These modern methods of 
diagnosis and treatment have caused a marked 
decrease in the number of patients having a severe 
degree of obstruction or its complications (alka- 
losis resulting from chloride loss due to vomiting). 
In our group of cases pyloric obstruction asso- 
ciated with bleeding peptic ulcer caused no sig- 
nificant increase in the death rate per se. 

In considering the complications of peptic ulcer 
and their treatment, Kruse believed that the 
hemoglobin level was a most important factor in 
the prognosis. When it fell below 60 per cent, the 
death rate was almost four times as high as when 
it remained above the 60 per cent level. Eliason 
and Ebling came to a final decision to operate 
only after cessation of the bleeding and when at 
least 50 per cent of the normal blood count was 
present. 

In discussing diagnostic aids in revealing the 
“silent” bleeding duodenal ulcer, Alvarez and 
Carlson are of the following opinion: 

As the hemoglobin falls below 75 per cent, free 
gastric acidity also tends to fall. This fall is not 
proportional in patients with duodenal ulcer. 
Hence, any person with severe unexplained hypo- 
chromic anemia and a high acidity should be 
looked upon as having a duodenal ulcer. Aitken 
separated his bleeding ulcer patients into those 
with moderate and those with serious hemorrhage. 
In the moderate cases medical therapy was rec- 
ommended. In the serious cases medical treat- 
ment and transfusions were used. If bleeding per- 
sisted, surgery and added transfusions promptly 
followed. 

Gordon Gordon-Taylor refers to the work of 
Izod Bennett and his careful classification of ulcer 
hemorrhage by means of blood volume estima- 
tions. The severe cases were those in which the 
patient had lost over 50 per cent of his total blood 
cells. The mortality rate declined remarkably 
with the use of the continuous drip transfusion. 
“Blood transfusion correctly applied is the most 
important single factor in saving life in gastro- 
duodenal hemorrhage.” 

In our group of cases we separated the bleeding 
ulcer patients into those having severe anemia 
and those having slight anemia. Severe anemia, 
as contrasted with slight anemia, was indicated 
by the lowest recorded blood levels (3 million red 
blood cells per cubic centimeter, 50 per cent, or 
7.5 gm. of hemoglobin being the arbitrary divid- 
ing line between severe and slight anemia). The 
blood levels caused rather a sharp difference in 
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TABLE V.—COMPLICATIONS 





























Per cent 

No. | Deaths} Mor- 
tality 

Obstruction 22 2 9.0 
Severe Anemia 108 13 12.0 
Slight Anemia 110 3 2.7 
Arteriosclerosis 53 9 16.9 
No arteriosclerosis 165 7 4-2 





In the group of cases studied at the Johns Hopkins 
Hospital, arteriosclerosis appeared to be the complication 
of a ms hemorrhage having the most profound effect upon 
the mortality rate. 


the mortality rate. Exsanguination, or severe 
anemia, resulted in 13 fatalities among 108 ulcer 
patients, whereas passive bleeding, or slight an- 
emia, resulted in only 3 deaths among almost the 
same number of patients—a rather striking dif- 
ference. Cullinan and Price have suggested that 
the gradient of the drop in hemoglobin and red 
cell values, rather than the actual values, may 
indicate more clearly the severity of bleeding. 
This gradient was not studied in our series. 
Wangensteen believes that in the patients who 
present both the complications of obstruction and 
severe anemia, early surgery is especially im- 
perative. 

The presence of arteriosclerosis, noted in the 
record of 53 patients in our group of 218, ap- 
peared to have rather a profound effect upon the 
mortality rate. However, the very fact that brisk 
hemorrhage may be flowing out through a rigid 
and arteriosclerotic artery can be only part of a 
springtide story. The vicious cycle of cardiorenal 
complications associated with nephritis, impaired 
renal blood flow, and the azotemia of gastroin- 
testinal hemorrhage all act together to further 
enhance a high mortality rate. Heuer, one of our 
most notable American surgeons interested in 
bleeding peptic ulcer, concurs that arteriosclerosis 
and cardiorenal complications increase the seri- 
ousness of ulcer hemorrhage. 

In summarizing the many factors which less- 
ened a patient’s capacity for resistance in ex- 
sanguinating ulcer hemorrhage, Meulengracht re- 
ports that in 26 deaths, arteriosclerosis was pres- 
ent in 12 and fibrosis of the myocardium in to of 
the patients. 

The statement that bleeding ulcers rarely per- 
forate has been almost considered a clinical cliché! 
However, Winters and Egan, in a review of the 
literature, found that bleeding and perforation of 
peptic ulcer may occur simultaneously. At the 
Cook County Hospital in Chicago, Illinois, 10 
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per cent of 361 patients with perforated peptic 
ulcer had gross bleeding. 

Thus, it seems that the common complications 
of ulcer hemorrhage are merely straws in a shifting 
wind. They can only in a very limited sense be 
used as a trustworthy guide in determining the 
most desirable therapy for the individual patient 
bleeding from a peptic ulcer. Indications for 
treatment depend upon a clear-cut classification 
of the site and the type of bleeding which is en- 
countered. It is unfortunate but true, however, 
that such a clear-cut clinical criterion which will 


single out the specific patient with uncontrollable — 


ulcer hemorrhage remains to be found. Patients 
are all human variables. They enter the hospital 
in every stage of physical reaction and debility 
due to hemorrhage. Their physiologic response 
to blood loss is notoriously different. A method 
of selecting the patients whose ulcer hemorrhage 
is likely to prove fatal if not surgically checked as 
contrasted with those whose hemorrhage is likely 
to cease spontaneously is still unknown. 


TREATMENT 


Until recently the treatment of peptic ulcer and 
its complications was generally conceded to be 
medical. Wangensteen, a surgeon, has sized the 
situation up in several persuasive paragraphs by 
stating that there are only three ways of treating 
an ulcer. “In the first the physician—in this in- 
stance a psychiatrist or psychosomaticist—en- 
deavors to talk the patient out of his difficulty. 
This is obviously the simplest form of therapy, 
_ but it remains to be proved, despite the present 
popularity of the method, how permanent the 
results of such treatment may be. Secondly, the 
patient is instructed to eat his way out of his 
troubles—diet. And thirdly, surgery is invoked 
in the hope that this expedient will ensure a more 
lasting cure than that achieved by the two pre- 
ceding agencies.” 

Differing opinions concerning the etiology and 
pathogenesis of peptic ulcer naturally result in dif- 
fering therapeutic endeavors. Many of these have 
enjoyed a fleeting moment of popularity. The eval- 
uation of any ulcer regimen is difficult because 
many ulcers heal with little or no treatment. More- 
over, the clinical course of the disease is normally 
characterized by variable periods of remission 
and exacerbation. Also, the psychosomatic effect 
of any new drug may lead to the temporary relief 
of symptoms and an ensuing period of good health. 
As pointed out by Eusterman, Heuer, and others, 
the general principles of treatment in ulcer hem- 
orrhage are based upon physiologic treatment of 
hemorrhage anywhere in the body. Whether the 


current trend toward vagus nerve section will 
alter these basic principles of treatment remains 
to be seen, for at the moment we are in that in- 
terminable “interval between the seed and the 
timber.” 


MEDICAL TREATMENT 


The medical management of the bleeding ulcer 
patient consists for the most part of customary 
principles and practices which are in general rou- 
tine use. All patients are to be considered seri- 
ously ill and given absolute physical and mental 
rest. Sufficient sedation should be given to allay 
fear and restlessness. Considerable cumulative 
knowledge has been imparted to the profession by 
virtue of the medical writings of such distinguished 
authors as Meulengracht, Eliason and Ebling, 
Schiff, Jankelson and Segal, Goldman, Bohrer, 
Bortz, Kruse, Andresen, Crohn and Lerner, 
La Due, Kirsner and Palmer, Allen, Finsterer and 
Eusterman. 

Sedation. Morphine, among the derivatives of 
opium, is used most commonly as a sedative to 
induce quiet and relieve anxiety in patients with 
ulcer hemorrhage. Schiff sounds a word of cau- 
tion regarding the use of morphine because of its 
tendency to excite nausea and vomiting. Fur- 
thermore, it induces relaxation in the muscle tone 
of the stomach and duodenum which might inter- 
fere with the constriction of an open, freely 
bleeding vessel. 

In a very interesting study by Comroe and 
Dripps it was found that nausea and vomiting 
following the use of morphine occur rarely in bed 
patients, but very frequently in ambulatory pa- 
tients. These undesirable side effects of morphine 
can be eliminated, as a rule, by using small doses 
or insisting upon absolute bed rest. Goldman and 
others use atropine in conjunction with morphine. 
There is ample experimental evidence to show 
that when atropine sulfate is given generously 
with morphine it enhances the inhibition of gastric 
secretion and causes a reduction in the amount 
of free acid. Other sedatives and narcotics that 
may be used are codeine, Schlesinger’s solution, 
dilaudid, pantopon, and methadone. The liberal 
use of milder sedatives, such as the barbiturates, 
often proves quite satisfactory in allaying anxiety 
and restlessness. 

Dietary regimens for ulcer and for ulcer hemor- 
rhage have also varied considerably during the 
course of the past 20 years. Prior to the early 
thirties it was the customary practice to place 
almost all patients with an actively bleeding ulcer 
upon a time-honored program of starvation. The 
experiences of Andresen and Meulengracht and 
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the influence of their prompt feeding regimens has 
resulted in a decided reversal of medical practice. 

At the Johns Hopkins Hospital (Table VI) the 
older method, consisting of an initial period of 
starvation, still remains the treatment of choice 
among several staff members who uphold the more 
conservative doctrine. In general, however, the 
fundamental principle of prompt and frequent 
feedings now seems to be the rule. Prolonged 
starvation with an ice cap to the abdomen can be 
conceded to have had little beneficial effect in 
putting the stomach at physiologic rest. 

Andresen, a score of years ago, suggested that 
the basic principles of treatment must take into 
consideration the following facts: 

1. Clot or clots must be encouraged to form at 
the bleeding site. 

2. A lowered blood pressure must not be raised 
suddenly. 

3. Shock must be combatted but not over- 
treated. 

4. Digestion of the exposed vessel by gastric 
juice should be prevented if possible. 

Andresen believed that the gastric mucosa after 
hemorrhage was highly irritable and subject to 
hypersecretion because of the presence of blood. 
To help keep the stomach at rest and neutralize 
the gastric secretions, patients were fed a gelatin 
diet augmented by fruit juice and lactose for nu- 
tritional purposes. 

Meulengracht, a Danish internist regarded with 
great respect for his work in this field, recently 
reported his results following 15 years of the sys- 
tematic use of free feeding in bleeding peptic 
ulcer. From the very first day of hospital admis- 
sion his patients are given a full purée diet. The 
diet includes the following meals: at 6 a.m.—tea, 
white bread, and butter; at 9 a.m.—oatmeal por- 
ridge with milk, white bread, and butter; at 1 p.m. 
—dinner; at 3 p.m.—milk or cocoa; and at 6 p.m. 
—egg, sandwiches, sliced meat, cheese, and tea. 
The dinner includes a great variety of dishes and 
each patient is allowed to have as much as is de- 
sired. Milk and water are generously supplied 
and used ad libitum. Ferrous tartrate is given in 
a dose of 0.5 gm. three times daily. Blood trans- 
fusion is used only in the very severe cases and 
alkalies are used very rarely. A total of 1,031 
patients with bleeding peptic ulcer were treated by 
Meulengracht, according to this free feeding pro- 
gram. Twenty-six patients died from, or partly 
from, hemorrhage which resulted in a gross mor- 
tality of only 2.5 per cent. 

The Meulengracht prompt feeding program 


(“Though old the thought and oft exprest, 
Tis his at last who says it best’’) 
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TABLE VI.—MEDICAL TREATMENT 
































Per cent 
No. Deaths | Mor- 
tality 
Antacid regimen 

(Sippy or Al(OH)s) 45 5 II 
Starvation II 6 54 
Meulengracht diet 76 ° ° 
Andresan diet 4 I 25 

Total 136 12 8.8 





The results of diametrically opposite medical regimens 
of therapy are worthy of note. In the Meulengracht prompt 
feeding program there were no fatalities, whereas in the 
starvation program there was a 54 per cent mortality. 


offers the patient a diet adequate in calories and 
vitamins, and rich in essential proteins. Frequent 
feedings when administered promptly are the es- 
sential element of treatment. Food not only aids 
the patient’s nutritional state and reduces free 
gastric acidity and motility, but also bolsters his 
morale and hastens his recovery. 

The harmful effects of food and fluid depriva- 
tion on patients bordering on peripheral circu- 
latory collapse due to hemorrhage have been par- 
ticularly well shown by our experiences at the 
Johns Hopkins Hospital (Table VI). Among 11 
patients with ulcer hemorrhage who were placed 
upon a prolonged and strict starvation program 
(patients of an earlier era) there were 6 deaths, 
a mortality rate of 54 per cent. When this is 
contrasted with the mortality rate of 76 patients 
promptly fed a modified Meulengracht diet (six 
feedings daily of a protein fortified diet low in 
cellulose and among whom there were no deaths), 
the results are noteworthy. 

A sanguine observer at Meulengracht’s clinic in 
Copenhagen has been quoted as saying, ““The pa- 
tient is urged to wipe the blood off his lips and eat 
a beef-steak”—an axiom perhaps delightful in 
theory, but prohibitive in price in today’s prac- 
tice. However, this advice given more than 10 
years ago, in the light of our present knowledge 
of protein requirements and hypoproteinemia, was 
almost prophetic. 

The importance of hypoproteinemia which re- 
sults from massive gastroduodenal bleeding has 
received only limited attention in the medical 
press. There have been, on the other hand, nu- 
merous investigations of the significance of low- 
ered plasma protein in surgical conditions. The 
effect of hypoproteinemia on wound healing, in 
burns, and in postoperative states has been well 
recognized by almost everyone. 

The value of the prompt feeding program of 
Meulengracht, in the opinion of Levy, lies solely 
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in supplying the tissues with exogenous protein. 
Co Tui was perhaps the first to popularize the 
hyperalimentation with amino acids or hydro- 
lyzed protein in the treatment of peptic ulcer. 
The oral use of a mixture of amino acids in the 
treatment of peptic ulcer, especially in the emer- 
gency of acute massive hemorrhage, would appear 
to have sound advantages, which have been well 
summarized by Levy as follows: 

a. It acts asa buffer combining with acid, thus 
acting as an antacid. 

b. It spares digestive activity on the part of 
the gastrointestinal tract. 

c. It is effective in treating hypoproteinemia 
following massive hemorrhage. 

d. It contains all of the essential amino acids, 
is well tolerated by mouth, and is a source of 
adequate nitrogen for nutritional needs. 

Bohrer believes that a Levine tube should be 
passed well into the stomach through the nostril 
as soon as possible. Liquid blood may be aspi- 
rated and the stomach lavaged with saline solu- 
tion until it is free of clots. By removing blood 
from the stomach Bohrer believes that nausea 
and vomiting can be prevented and severe strain- 
ing eliminated. In extolling the many virtues of 
the Levine tube in,ulcer hemorrhage, it is only 
fair to state that the value of this apparatus re- 
mains a moot issue in the current medical litera- 
ture. Mention at this time will be made merely of 
its use in providing for a continuous or interval 
intragastric drip of high acid combining power 
and high caloric value. 

Some years ago Hunter investigated the action 
of saliva and gastric juice on the clotting of blood. 
In his experience human saliva produced a very 
rapid clotting time of human blood. Gastric 
juice, however, delayed the clotting time of blood. 
When saliva was added to the gastric juice the 
clotting time was shortened. The clot which 
formed in the presence of high free hydrochloric 
acid was soft and jellylike. Several years later 
Alvarez and Carlson attributed the success of 
Meulengracht’s prompt feeding program to the 
assumption that the danger of digesting a clot in 
ulcer bleeding is far greater than that of mechan- 
ically dislodging it with food. 

In a large percentage of a group of 15 patients 
with hematemesis (13 diagnosed as having bleed- 
ing peptic ulcer), Lazarus demonstrated a marked 
vitamin C deficiency. Further studies in another 
group of patients indicated that in cases of peptic 
ulcer without bleeding there was also a vitamin C 
deficiency. This subscurvy state has been sug- 
gested as a cause of unfavorable results in patients 
with ulcer and should be taken into serious con- 


sideration when therapy is planned. Riggs, Rein- 
hold, and their coworkers found significant defi- 
ciencies in serum total protein, albumin, and vita- 
min C concentrations in a group of 52 patients 
with peptic ulcer. The importance of adequate 
nutrition in the prevention and treatment of ulcer 
is supported by these observations. 

In a recent study by Roth, Ivy, and Atkinson, 
caffeine-containing beverages were found to have 
a profound stimulating effect upon the gastric 
secretion. As was already well recognized, caffeine 
was thought to act synergistically with histamine 
or alcohol in the stimulation of the gastric secre- 
tion. Coffee, by virtue of not only its caffeine 
content but also other secretagogues (due to roast- 
ing), induces a high free acid response which is 
prolonged in patients with ulcer. A similar con- 
dition exists with regard to nicotine and tobacco. 
The conclusion of these investigators indicated 
that caffeine may contribute to the pathogenesis 
of peptic ulcer and may render treatment more 
difficult. 

Many other methods of treatment by the oral 
route have their present day proponents. The use 
of powdered gastric mucin, introduced by Fogel- 
son, has had only a fading fascination in recent 
years. The insufflation of powdered posterior 
pituitary lobe tissue, or the administration of 
vitamin K or newer preparations such as entero- 
gastrone, anthelone, or the powdered plastic, am- 
berlite, all have their supporters, but none of 
these methods has as yet received a thoroughly 
adequate therapeutic trial. 

In re-evaluating the medical treatment of bleed- 
ing peptic ulcer, even the pioneers of prompt feed- 
ing, like Meulengracht and Andresen, will admit 
that there is no royal road to a replete remedy. 
Despite the gratifying results of early feeding, 
many medical authorities (Crohn and Lerner, 
Bortz, LaDue, and others) remain incredulous 
and continue to advise a preliminary period of 
starvation lasting anywhere from 12 to 72 hours. 
Thus, as suggested by Eusterman, although the 
Meulengracht system of treatment has received 
widespread recognition, it has not been uni- 
versally adopted. 

Kirsner and Palmer reported an uncorrected 
mortality rate of 3.4 per cent in 230 patients with 
bleeding peptic ulcers, most of whom were given 
a Sippy diet without a preliminary period of 
starvation. The collected statistics of Rasberry 
and Miller have frequently been quoted to remind 
or perhaps inform physicians of the value of 
prompt feeding. They reported a gross mortality 
of 4 per cent and a corrected mortality of 1.0 per 
cent in an analysis of 2,111 collected cases of gross 
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ulcer hemorrhage, including 75 personal cases, in 
which all of the patients were fed early (Table 
VII). Meulengracht, in reporting his personal 
experience over a 15 year period in which he used 
the free feeding program in 1,031 patients with 
bleeding peptic ulcer, noted a gross mortality of 
2.5 per cent. In evaluating Meulengracht’s sta- 
tistics, Crohn and Lerner make the interesting 
assumption that in countries having socialized 
medicine a greater number of patients with mild 
complaints will present themselves for treatment 
and thereby favorably influence the mortality 
figures. In Meulengracht’s statistics exsangul- 
nation itself was regarded as the immediate cause 
of death in 19 of 26 cases. 

Antacids and hemostatics. Over the course of 
years, ulcer patients have tolerated and run the 
gamut of the soluble and the nonabsorbable ant- 
acids, The former are represented by the salts of 
sodium, calcium, bismuth, and magnesium, and 
are used chiefly in the Sippy and related regimens. 
The nonabsorbable antacids are mainly those rep- 
resented by colloidal aluminum hydroxide and 
closely allied compounds. 

Wangensteen reports a study by Fast which 
favorably recommends the efficiency of the Sippy 
diet in ulcer management. “Five dogs were given 
30 mg. of histamine in beeswax daily over a forty 
day interval. Meanwhile they were fed the Sippy 
regimen by a gastrostomy tube from seven A.M. 
to nine P.M. At postmortem examination, ulcer 
was not observed in a single animal.” Wangen- 
steen goes on to point out, however, that “no 
substrate, when fed through an inlying gastric 
tube, keeps the reaction of the gastric juice in 
human subjects with bleeding ulcer consistently 
above pH 3.5—the proteolytic end point for 
pepsin.” Prolonged acid neutralization with the 
arrest of acid-pepsin erosive action is certainly 
the therapeutic goal of all ulcer management, 
bleeding or otherwise. 

Emery compared the Meulengracht and Sippy 
diets in the treatment of bleeding peptic ulcer. A 
total of 86 cases were tabulated according to 
severity of bleeding and results of therapy. Con- 
clusions were not clear-cut because of the simi- 
larity of the end results. However, the Meulen- 
gracht regimen was definitely more attractive to 
the palate of the patients. For a more complete 
description of antacid therapy and the circum- 
stances of its use in each case one is referred to 
any of the standard texts related to this volumi- 
nous subject. 

Many medical authors with strong faith have 
indulged in the luxury of genuine scientific skep- 
ticism regarding either the usefulness or useless- 
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TABLE VII.—MORTALITY IN MEDICAL 
























































TREATMENT 
Deaths 
No. 
Cases No. % 
ee ee 94 4 4.2 
MN is Cen cuicains ore 234 20 8.5 
Meulengracht, E......................] 368 5 1.3 
. | 3° Ga ° ° 
Kirsner, J. B. & Palmer, W. See 230 7 3.1 
Ee ae kakade scbbnwkees cade 306 18 5.8 
berry, E. A., Jr., and Miller, G. T. 
(Collected Cases) 2111 85 4.0 
Johns Hopkins Hospital 136 12 8.8 
Total 3499 151 4-3 





The mortality in this collected series of cases treated 
solely by medical means, does not distinguish between the 
various medical managements prescribed. In evaluating 
these statistics it is also necessary to know the policy in- 
voking surgical interference in each of these groups of cases. 


ness of hemostatics, coagulants, and thrombo- 
plastic agents in ulcer hemorrhage. Crohn and 
Lerner, Goldman, and others condemn the use of 
hemostatics. Andresen, Bortz, and others of 
similar experience are of a more optimistic con- 
viction. 

Thrombin, since its initial use in clinical medi- 
cine in 1939, has had a variegated role in the con- 
trol of bleeding. Recently it has become more 
generally available, and in taking advantage of 
its application one must take into consideration 
the chemical properties of thrombin itself, as well 
as the nature of the hemorrhage and its location. 
Daly called attention to the fact that without 
special precautions a high gastric acidity would 
not only prevent thrombin from clotting fibrino- 
gen but would also destroy the thrombin. He 
developed a simple and practical technique which 
overcomes this difficulty. From his clinical and 
laboratory experience it is concluded that throm- 
bin is definitely an aid in the control of gastric 
hemorrhage when the content of the stomach is 
buffered. Both the buffer and the thrombin are 
palatable and nontoxic. With a problem such as 
presented by ulcer hemorrhage it is obviously 
difficult to evaluate the effectiveness of this new 
therapeutic agent, but his results are most en- 
couraging. 

Rogers in a recent report noted a “dramatic” 
response to orally administered topical thrombin 
in 2 cases of severe gastric hemorrhage. Isotonic 
salt solution was used as the vehicle for the throm- 
bin and the gastric acidity was essentially disre- 
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garded. Recovery was recorded as prompt and 
uneventful. The use of unbuffered thrombin in 
this instance does not necessarily recommend it 
as the remedy responsible for the cure-in these 2 
cases. The basic facts regarding the inactivity of 
thrombin in the presence of gastric acidity do not 
cease to exist merely because they are ignored. 

In a recently published monograph by Seegers 
and Sharp the novel and rather unique subject of 
hemostatic agents is faithfully presented. Al- 
though no one knows what can be done until it is 
tried, yet there is no evidence to support the view 
that oxidized cellulose, fibrin foam, or gelatin 
sponges would be of any benefit in massive ulcer 
hemorrhage. So-called antiheparin agents such 
as toluidine blue and protamine sulfate, which are 
found to be of great benefit in irradiation hemor- 
rhagic disease, have not been given a therapeutic 
trial in ulcer hemorrhage. The value of rutin in 
bleeding peptic ulcer remains, thus far, in the 
realm of fiction and the patter of pharmaceutical 
promotion and advertising. Huge doses of vita- 
min K have been suggested by Allen and Welch 
and others as being helpful in returning the pro- 
thrombin time to normal. 

Transfusion. In bleeding peptic ulcer there is 
produced an acute blood deficit which may 
quickly lead to serious clinical manifestations 
threatening the very life of the patient. As noted 
by Elman, in exsanguinating hemorrhage both 
plasma and red cells are rapidly lost. Normal 
replacement occurs from other tissues or ulti- 
mately from food, but the process is slow, often 
requiring days or weeks. In severe recurrent 
ulcer bleeding, circulatory impairment and death 
may supervene in only a few hours unless the 
bleeding stops or the lost elements are promptly 
replenished. Healing and convalescence will be 
markedly improved if the burden of tissue repair 
is bolstered by blood transfusion. 

Another factor of importance stressed by El- 
man is the acute deficit of water and electrolytes 


TABLE VIII.—TRANSFUSIONS 


























Per cent 
Mor- 
No. | Deaths | tality 
Plasma 7 I 14.3 
Blood (more than 1000 c.c.) 75 6 8.0 
Blood (less than 1000 c.c.) 47 4 8.5 
None 90 5 5-5 





It is difficult to appraise the value of transfusions by sta- 
tistical means alone. Individual case histories, however, 
make it quite evident that whole blood and plasma are in- 
valuable in combating shock and restoring blood volume. 





which is encountered in the loss of gastrointestinal 
secretions resulting from severe vomiting. Pa- 
renteral fluids are even more urgently needed if 
alkalosis complicates the clinical picture. These 
acute electrolyte, protein, and water needs that 
require immediate parenteral replacement are 
generally well recognized in all acute surgical ca- 
tastrophes other than ulcer hemorrhage. Jones 
has noted that dehydration following hemate- 
mesis is aggrayated because of the forced diuresis 
(caused by an increased excretion of urea). 

Plasma and plasma substitutes have now been 
widely used for the correction of plasma protein 
deficiencies resulting from hemorrhage. Because 
of the convenience and availability of plasma it 
has been extremely valuable as a substitute for 
whole blood. However, plasma transfusions for 
obvious reasons are inferior to whole blood trans- 
fusions whenever there has been an extensive loss 
of red blood cells. If true replacement therapy 
following bleeding peptic ulcer is to be achieved, 
then whole blood transfusions must be used. The 
prompt effect of whole blood in correcting anemia 
and hypoproteinemia following severe ulcer hem- 
orrhage has been graphically shown by Elman 
(Fig. 5). Blood transfusion in the case described 
was not given until the eleventh day of the disease. 
During this time the serum protein, hematocrit, 
and the red blood cell count showed only a slow 
spontaneous tendency to return toward normal. 
However, one transfusion of 1,000 c.c. of whole 
blood produced a most striking increase in all of 
these values. 

In our experience at the Johns Hopkins Hos- 
pital (Table VIII) more than 50 per cent of the 
218 patients with bleeding peptic ulcer received 
either whole blood or plasma transfusions. In 
recent years with the development of a hospital 
blood bank the percentage of patients receiving 
blood transfusions has greatly increased. The 
amount of each transfusion varied from a single 
plasma unit of 250 c.c. to that of a recent patient 
who received thirty-four transfusions each of 500 
c.c. or more of whole blood during the course of a 
single hospital admission. This patient has sub- 
sequently had a subdiaphragmatic vagotomy in 
conjunction with a subtotal gastric resection and 
has had no recurrent ulcer hemorrhage during his 
first postoperative year. The effect of this thera- 
peutic procedure, however, cannot be readily 
evaluated in so short a period of follow-up. 

The medical literature seems almost completely 
in disaccord regarding the pros and cons of trans- 
fusion as a procedure of choice in the treatment of 
ulcer hemorrhage. Those opposed to transfusion 
cite the statistics of Christiansen, and Cullinan 
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Days After Hemorrhage 


Fig. 5. The prompt effect of whole blood transfusion in correcting the anemia and 
hyproproteinemia followin severe ulcer hemorrhage is illustrated (Elman). 


and Price showing an increased mortality rate 
following its use. On the other hand, Gordon- 
Taylor in his scholarly papers on the subject of 
bleeding peptic ulcer quotes Bennett as saying 
that, “blood transfusion correctly applied is the 
most important single factor in saving life in 
gastroduodenal hemorrhage.” . 

McLean reported the case of a young woman 
who received 18 pints of citrated blood during an 
8 day period, all of which blood was ineffectual 
in stopping a presumed ulcer hemorrhage, where- 
as a favorable response was promptly noted after 
direct blood transfusion. McLean believes that 
the failure of the massive drip blood transfusions 
to arrest hemorrhage can be attributed to the 
difference in the quality of the blood. Stored 
citrated blood does not have the same quality 
(that of a living tissue) as that which is presum- 
ably present in fresh whole blood transferred in a 
continuous flow from the circulation of the donor 
to that of the recipient, this direct transfusion 
being administered in a matter of a very few 
seconds. 

McLean has also given direct whole blood trans- 
fusions to 40 patients, all of whom had bleeding 
peptic ulcers and all of whom recovered. The 
hemoglobin in 32 of these patients was 50 per cent 


or less, yet in 29, one direct whole blood trans- 
fusion was all that was required. Massive drip 
transfusions had been previously administered by 
McLean in 7 cases and had been ineffective in 
stopping hemorrhage. 

La Due at the Long Island Hospital generally 
withholds transfusion except in cases of shock 
due to hemorrhage. Aitken urges the use of blood 
transfusion whenever necessary in the graver cases 
of ulcer hemorrhage. He finds transfusion most 
beneficial. 

In a group of most interesting observations, 
Schiff found that o significant rise in blood pres- 
sure occurred following the administration of ci- 
trated blood when given by the gravity method. 
Experimental increase in the intra-arterial pres- 
sure from 80 to 100 mm. of mercury did not dis- 
turb a clot present in a small artery. Schiff ad- 
vocates the wider application of massive blood 
transfusion to patients with a severely bleeding 
ulcer. The indications for transfusion in his cases 
of hematemesis or melena were as follows: 

a. Pulse rate of 140 or more per minute. 

b. Hemoglobin of 5 gm. (35 per cent) or less. 

c. Red blood cell count of 2.0 million or less. 
d. Systolic blood pressure of 90 mm. of Hg or 
ess. 
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e. Blood urea nitrogen of 50 mgm. per cent or 
more. 

f. Delirium or persistent headache. 

g. Uncontrollable restlessness. 

h. “Poor appearance” of patient. 

Crohn and Lerner use blood transfusions stint- 
ingly and in small amounts. Colp, a surgeon 
working as a hospital colleague of Crohn and 
Lerner, favors the administration of blood and 
plasma transfusions, particularly prior to surgery. 
Bortz recommends citrated blood transfusions 
when the red blood cell count falls below one 
million. Goldman also champions the use of 
blood transfusion. Bick and Wood found that the 
blood pressure rose after hematemesis at a rate 
depending upon the available tissue fluid and re- 
placed blood. However, no abnormal rise in blood 
pressure was experienced even from the rapid ad- 
ministration of a blood transfusion. From their 
careful study of 13 cases of gastroduodenal hem- 
orrhage they concluded that although the per 
cent of hemoglobin does not give an accurate 
index of the extent of blood loss, it is of great value 
as a guide to hemorrhage therapy. 

Thus, from the collected statistics it is difficult 
to appraise the value of transfusions, or predicate 
their salutary effect upon the ultimate mortality 
rate. Transfusions of whole blood and blood serum 
and plasma were used chiefly in the patients who 
were the most exsanguinated. Yet from a review 
of the individual case histories one cannot help 
but be impressed by the fact that whole blood 
transfusions, and to a lesser extent plasma trans- 
fusions, were invaluable in combating shock and 
restoring the normal blood volume in a number 
of moribund or nearly moribund patients. 

The value of direct whole blood as contrasted 
with citrated whole blood transfusions has not 
received the widespread recognition in this coun- 
try which it rightly deserves. The all too simple 
expediency of drawing on the credit of an ever- 
ready blood bank has superseded the asset of 
using fresh whole blood in the more laborious 
technique of direct transfusion. The recent use of 
positive pressure intra-arterial transfusions in 
cases of hemorrhagic shock is a procedure which 
perhaps should receive increasing attention in ex- 
sanguinating ulcer bleeding. Finally, there seems 
to be little remaining doubt that blood transfusion 
per se does not jeopardize the chances of clot for- 
mation at an ulcer site. However, the factor of 
time loss involved in attempting to balance a 
blood volume budget in the case of a gushing ulcer 
hemorrhage may (by use or abuse of time alone) 
compromise the fate of a patient. Desperate 
ulcer hemorrhage may often demand more heroic 


treatment. This decision is perhaps the most dan- 
gerous and delicate any physician can be called 
upon to make in the treatment of bleeding peptic 
ulcer. 


SURGICAL TREATMENT 


Despite the insistence of some internists and 
gastroenterologists on conservative medical man- 
agement of ulcer hemorrhage, it is a veritable fact 
(at least throughout this country at large) that 
perhaps 5 or 10 per cent of patients so treated die. 
Heuer considers the prospects among hospital 
cases to be even more disheartening and states 
that “approximately 15 per cent of patients who 
enter the hospital (New York Hospital) with mas- 
sive hemorrhage die unless they can be saved by 
prompt surgery.” Other notable surgeons dis- 
tinguished by their interest in this subject, such as 
Wangensteen and Allen in this country and Gor- 
don-Taylor and Finsterer abroad, also believe as 
Heuer does that some of these lives may be sal- 
vaged by early surgery. : 

The British Medical Journal, casting the weight 
of its judgment in counterpoise, indicated its 
opinion of prompt surgical intervention during 
active ulcer hemorrhage by the following state- 
ment: “The subject is a debatable one, but in the 
absence of any really trustworthy guide to prog- 
nosis at an early stage (after which the informa- 
tion becomes less and less valuable) most surgeons 
are likely to maintain the attitude that it is not 
justifiable to endanger the safety of many in the 
hope of saving a few.” Bockus states that after 
reviewing his own personal experience in 72 con- 
secutive cases of massive hemorrhage, he is con- 
vinced that the mortality could not have been 
reduced by subjecting his patients to early opera- 
tion. In his series there were 8 deaths, 1 of which 
followed operation several weeks after recovery 
from hemorrhage. In the remainder of the group 
death intervened in 2 patients within the first 24 
hours. Of the 6 remaining, who might have been 
considered candidates for surgery, the direct op- 
erative attack would have been formidable or im- 
possible, in his opinion. Thus, the treatment of 
acute hemorrhage due to peptic ulcer remains the 
subject of diverse and ofttimes stormy contro- 
versy. Although a difference of opinion may em- 
bitter the enthusiast rather than convert him, 
yet winnowing truth from error is always the prof- 
itable result of such scientific debate and inquiry. 

Both the advocates of active surgical interven- 
tion in ulcer hemorrhage and their more conserva- 
tive colleagues recognize the great value of food, 
fluids, antacids, and blood transfusion. Never- 
theless, it is obvious even to those who look upon 
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surgery with misgiving that it is not possible to 

save all patients by strictly medical means. There 

always remains a category of cases in which 
medical therapy is helpless, but in which a sur- 

gical procedure (radical or otherwise) offers a 

chance of saving the patient’s life by preventing a 

further fatal hemorrhage. 

The keen enterprise and avid interest of the 
Scandinavians in pursuing the answer to the prob- 
lem of bleeding peptic ulcer is indicated by their 
many sanguinaceous medical contributions to the 
current literature. Bohmansson, Chief of the 
Surgical Service in Orebro, Sweden, wrote a 
searching analysis of the surgical aspects of this 
subject, in which he re-emphasized the fact that 
operation, for an occult or manifest ulcer hemor- 
rhage which does not affect the general condition 
of the patient or a hemorrhage which is promptly 
checked is generally agreed to be contraindicated. 
The same also applies to the category of cases in 
which general or special contraindications for any 
form of surgery are present. The following groups 
include the cases in which Bohmansson recom- 
mends that operation be considered in order to 
prevent further hemorrhage: 

“t, Cases in which the roentgen film reveals a 
niche, in which there has previously been 
perforation, or in which a definite diagnosis 
of callous ulcer has been made at an earlier 
date, and which exhibit one of the two follow- 
ing characteristics: 

a. Serious periodical hemorrhages in the 
course of a cure with diet. 
b. Severe anemia with continuous hemor- 
rhage and decreasing serum protein levels. 
2. Cases of hemorrhage which bring the blood 
levels below the shock threshold and in which 
it is difficult to raise the blood pressure with 
transfusion.” 

In clarifying the clinical problem of the surgical 
care of ulcer hemorrhage one must choose care- 
fully for the medical literature abounds in a pro- 
fusion of contradictory advice. To profit from 
even the sagest advice requires more wisdom than 
to give it, as the medical literature also has its 
share of well-meaning champions, ardent zealots, 
and misguided enthusiasts. 

In striving for a solution of the immediate 
problem, the primary aims seem to resolve them- 
selves into the following: 

1. To differentiate, by as precise a means as 
possible, which cases cannot be controlled short 
of surgery. 

2. To select the best time for operation. 

3. To determine which type of operation will 
best control the source of bleeding, save the great- 
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est number of lives, and prevent further recurrent 
ulcer hemorrhage. 

Suffice it to say at this time, however, that with 
our present limited armamentarium for prognosis, 
future prophecy is still dependent upon the accu- 
mulated data of our experience. To anticipate 
which cases will prove fatal if unchecked by sur- 
gery is a glorious goal, but in its accomplishment 
—“There’s the rub.” Of all the criteria assembled 
to differentiate the patients who will succumb 
without the benefit of surgery, failure of hemor- 
rhage to stop during a complete medical regimen 
has been considered by many authors to be the 
most indicative. This, of course, requires a cer- 
tain period of watchful waiting—a time lag— 
during which the optimal moment for early sur- 
gery will have passed. In the surgery of bleeding 
peptic ulcer Finsterer advocates operation during 
the first “golden” 48 hours. To paraphrase Rabe- 
lais—surgeons who would not operate when they 
could, may find that they cannot operate when 
they would. 

At the Johns Hopkins Hospital surgical treat- 
ment (Table IX) of ulcer hemorrhage has con- 
sisted for the most part of conservative manage- 
ment during the phase of active bleeding. De- 
layed surgery has consisted of partial gastric re- 
section as the operation of choice in about 70 per 
cent of 82 cases undergoing surgery. Early opera- 
tion in the midst of hemorrhage, as suggested by 
Finsterer, Gordon-Taylor, Heuer, Allen, and 
Wangensteen, was infrequently performed. Late 
operation, usually carried out when bleeding had 
entirely ceased or at least had decreased its tempo, 
was performed in more than four-fifths of the pa- 
tients requiring surgery 

In a review such as this, primary interest cannot 
be centered upon the type of operation proposed, 
the surgical technique employed, or the preopera- 
tive or postoperative procedure to be chosen. 
However, by the painstaking process of trial and 
error, surgeons have achieved some uniformity 
and agreement regarding the type of operation 
which is considered most likely to be successful in 
peptic ulcer, bleeding or otherwise. Subtotal gas- 
trectomy, as indicated by Allen and Welch, elim- 
inates all of the acid-activating antral mucosa, 
frequently removes the ulcer-bearing site, and in 
general offers a likely opportunity for ulcer cure. 
As indicated by Heuer, however, the surgical pro- 
cedure of choice should be the one that will com- 
pletely control hemorrhage most quickly, simply, 
and successfully. The spectacular flourish of 
Dragstedt’s vagotomy with its simplicity, low 
rate of operative mortality, and unforeseen and 
intangible hemostatic effect is most remarkable 
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; Per cent 
No. | Deaths} Mor- 
tality 
Gastric resection, partial 56 4 7.1 
Gastric resection, complete ° ° ° 
Gastro-enterostomy with excision of 
ulcer 7 ° ° 
Gastro-enterostomy without excision of 
ulcer 6 ° ° 
Gastro-duodenostomy 2 ° ° 
Vagotomy plus additional procedures 7 ° ° 
Misc. procedures 4 ° ° 
Total 82 4 4-9 





Partial gastric resection was the operation of choice in 
56 cases of a total of 82 patients receiving surgical treat- 
ment at the Johns Hopkins Hospital. The exceptionally low 
surgical mortality rate must be considered in the light of 
the somewhat higher medical mortality rate. Under a con- 
servation surgical regimen those patients considered grave 
hemorrhage catastrophes are frequently too gravely ill 
for operation. 


in its immediate results. Time and a more ex- 
tensive experience, however, will be needed to 
define the ultimate role of vagus resection in bleed- 
ing peptic ulcer. 

In ulcer hemorrhage many types of operative 
approach have been hopefully tried. The ligation 
of bleeding vessels either by an encircling ligature 
or by a ligature outside of the visceral wall has too 
often proved to be only a futile surgical effort in 
arresting hemorrhage. The ulcerative process 
may continue or the ligatures may be found to 
cut through, either of which will result in a re- 
current hemorrhage early in the postoperative 
period. Heuer reported on 3 patients with ulcers 
high on the lesser curvature of the stomach in 
which local excision and local ligation checked 
hemorrhage only temporarily. Recurrence was 
followed by further erosion, reopening of the 
blood vessels, and ultimate death. 

Finsterer states that in 8 patients he was able 
to ligate the eroded pancreaticoduodenal artery 
successfully and perform a typical gastric resec- 
tion. The cases of Brenner and Oser, according to 
Finsterer, indicate that the ulcerative process may 
even penetrate through the diaphragm and erode 
the left ventricle. Hemorrhage lasting 10 days 
occurred in these 2 patients. 

Shapiro and Robillard have carefully dissected 
62 specimens and described the morphology and 
variations of the duodenal vasculature. The se- 
rious problem of postgastrectomy stump leakage 
is discussed and methods of closure are reviewed. 
The high incidence of surgical devascularization 
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in the course of surgical separation of the duo- 
denum from the head of the pancreas is empha- 
sized. The anatomic impracticability of local 
ligature in bleeding duodenal ulcer is clearly dem- 
onstrated. 

In lesions favorably situated, excision of the 
ulcer followed by posterior gastroenterostomy 
may have a distinct place in selected cases. Al- 
though this procedure prolongs the operative time 
and increases the surgical hazards, yet the opera- 
tion is not as formidable as gastric resection. 
Technical difficulties or the general condition of 
the patient may favor a more conservative opera- 
tion in place of one which makes the risk prohibi- 
tive or jeopardizes the patient’s life. However, 
there is this to be said about gastric resection— 
when it is successfully performed it may save the 
patient’s life, as well as offer a greater probability 
of curing the patient of his ulcerative disease. 
Success or failure in the final analysis depends 
upon the judgment of the surgeon in determining 
the most expedient operative procedure and, of 
course, the proficiency and skill with which he 
practices. 

Wangensteen has indicated that in certain cases 
the cause of gastroduodenal hemorrhage may re- 
main obscure even at the time of operation. In 
the belief that such bleeding may come from a 
small erosion in the mucosa which cannot be felt 
through the stomach wall, he has performed gas- 
tric resections for such cases of massive hemor- 
rhage. Serious bleeding from a small and seem- 
ingly shallow mucosal erosion has been com- 
mented upon by many other experienced surgeons. 
Heuer reports a most carefully studied case in 
which even the pathologist could not find an ero- 
sion of the mucosa of the stomach and duodenum. 
Yet, when the gastric artery was connected with 
a pressure bottle of salt solution, a forceful stream 
of fluid spouted from the mucosa. Serial micro- 
scopic sections proved that a small ruptured an- 
eurysm covered by mucosa was the cause of the 
ulcer hemorrhage. On the operating table in 
many of these cases, the surgeon may similarly 
fail to demonstrate an ulcer even after the most 
meticulous inspection and painstaking palpation 
of the stomach and duodenum. Some of these 
patients will stop bleeding spontaneously, only to 
suffer another severe exsanguinating hemorrhage 
within the immediate postoperative period. 

Wangensteen postulates the probability that 
bleeding and hematemesis in portal hypertension 
should also be amenable to gastric resection. In 
esophageal varices and erosions the separation of 
the esophagus from the portal circulation, as is 
the case in generous gastric resections, will free 
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the esophageal veins from increased portal pres- 
sure. Moreover, Wangensteen believes that the 
reduction in gastric acidity will diminish the 
tendency to acid-peptic erosion of the esophageal 
varices which naturally results in a diminished 
number of hemorrhages. 

More than 50 years ago, in 1897, Mikulicz ex- 
pressed his view that operation for acute, profuse 
gastric hemorrhage is more dangerous than ex- 
pectant treatment, and that operation should be 
postponed until the patient recovers from the 
great loss of blood. In discussing the short- 
comings of surgery in the treatment of peptic ulcer 
and its complications, Wangensteen mentions the 
distrust which some internists hold in the ability 
of surgeons to rehabilitate medical failures. He 
suggests that empirical reasoning rather than a 
careful consideration of criteria in the individuali- 
zation and selection of cases may be responsible for 
some part of the prevailing dissatisfaction with 
the accomplishments of surgery. To be successful 
an operation must give the patient a reasonable 
assurance that the ultimate threat of recurrent 
bleeding is minimal. Such, however, is not the 
case. This in itself is a serious indictment against 
embarking upon radical surgery. A review of a 
small and statistically insignificant number of 
cases at the Johns Hopkins Hospital (Table XI) 
revealed that a recurrence of ulcer hemorrhage 
occurred postoperatively in 50 per cent of 24 pa- 
tients who were followed up in the out-patient 
department. The type of operation performed or 
the skill of the surgeon seemed to have little or no 
bearing on the recurrence rate. As a matter of 
fact, the presumed source of ulcer bleeding was 
believed to have been removed in 7 of the 12 pa- 
tients in whom ulcer hemorrhage recurred follow- 
ing operation. Since the death rate following con- 
servative measures is comparatively low, a high 
rate of recurrence following major surgery is a 
justifiable criticism of operative therapeutic mea- 
sures, regardless of the fact that in experienced 
hands subtotal gastric resection carries a very low 
risk to life (Table X). 

Finsterer, one of the pioneers of immediate 
surgery, strongly urges that operation be under- 
taken within the early stages of active ulcer hem- 
orrhage. In his many contributions to the medical 
press, he has been vigorous in his demonstrations 
of the virtue of prompt surgery in hemorrhage 
arising in the base of a chronic ulcer. He has cate- 
gorically denied the statement that results fol- 
lowing conservative treatment are superior to 
those following operative procedures. Such state- 
ments, he contends, are usually based upon com- 
parisons of cases which are not at all identical. 
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TABLE X.—MORTALITY IN SURGICAL 
























































TREATMENT 
No. Deaths 
cid No. | Per cent 
‘Crohn, B. B.... 7 s | m4 
"Ress, ae 43 26 Saas. 
Aitken, R.S.. 21 7 | 33-3 
Finsterer, H. . . , 51 3 | so 
Allen, A. W. 144 21 | 14.6 
“Heuer, a aaa 31 90 | 29.0 
Gordon-Taylor, G. . . : 71 13 | 18.3 
Wangensteen, O. H.. Pere , 10 2 | 200, 
Johns Hopkins Hospital _ 82 4 | 40° 
Total 460 9° “~ 1<.. 





The mortality in this collected series of cases treated by 
surgery should be considered in the light of early or late 
operative intervention, surgical risk, and the type of opera- 
tion undertaken. 


. 


Finsterer believes that if early operation is per- 
formed within the first 24 to 48 hours, damage to 
the parenchymatous organs by anoxemia may still 
be minimal and good results are to be expected. 
Of 78 patients in his series subjected to early 
surgery only 4, or 5.1 per cent, died. Seven pa- 
tients were subjected to gastroenterostomy and 
71 to partial gastric resection. However, Fin- 
sterer reports that his results of late operation are 
relatively poor even if direct hemostasis can be 
accomplished. Of 7 patients upon whom gastro- 
enterostomy was performed, 3 died. Among 4 
cases of ulcer excision there were 2 deaths. Of 63 
late or delayed subtotal gastric resections, 17, or 
26.9 per cent, were followed by death. Finsterer 
considers early gastric resection for permanent 
cure of ulcer hemorrhage a fait accompli—“in my 
material all 114 patients were permanently cured 
by resection.” Gordon-Taylor, a disciple of 
prompt surgery, has been quoted as follows: 
“Finsterer’s first forty-eight hours is still the op- 
timum period for surgical attack in hematemesis 
and the golden age of gastric surgery will have 
been attained only when all cases of hemorrhage 
from chronic ulcer come to operation within that 
space of time.” 

Gordon Gordon-Taylor reviewed his personal 
operations performed for bleeding chronic peptic 
ulcer between 1933 and 1939 and found a mortal- 
ity of 5.5 per cent in patients operated upon early, 
whereas in the cases in which he operated late for 
ulcer hemorrhage there was a fatality rate of 36 
per cent even in his skilled hands. At the Johns 








TABLE XI. 
Time of Operation Following Initial Onset of Bleeding No. 
1. Immediate (operation within first 48 hours)........ 3 
2. Early (operation 3rd to 8th day)................. 12 
3. Late (operation after 8th day with continued 
RSMO) |< o:s's' ea an o'eindclovesnlso 5 A maw es arse aleOm 25 
4. Late (operation after 8th day without continued 
BOT) fa ss 0b aan cievin's oa 5 nares oleae aren 42 


Source of Bleeding Removed at Operation 
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Hopkins Hospital (Table XI) most of the patients 
were operated upon late—a premeditated delayed 
operation, not necessarily a matter of last resort— 
and a fatality rate of 4.9 per cent was recorded. 
Shaw has pointed out a flaw in the validity of the 
contentions of Finsterer and Gordon-Taylor by 
drawing attention to the rather frequent occur- 
rence of bleeding from aeute ulcers in patients 
who also are known to have a chronic peptic ulcer. 
This creates an unsuspected hazard for the oper- 
ating surgeon whose attention is centered upon 
the old indurated ulcer. To prevent this all too 
natural oversight, Schindler has suggested that 
gastroscopic study be carried out prior to major 
surgery for ulcer bleeding. Unfortunately, the 
duodenum and some part of the pylorus and 
antrum may not be seen through the gastroscope, 
so the chances of locating a bleeding point by this 
means are only fair at best. 

Finsterer, Allen, Gray and Sharpe, and Warren 
and Lanman have all advocated a type of exclu- 
sion operation (Devine or otherwise) in selected 
cases of bleeding peptic ulcer requiring urgent 
surgery. Bleeding ulcers may be left in situ when 
they are technically difficult to remove, and by 
effectively excluding them from the intestinal 
tract further bleeding may be prevented. In pa- 
tients with a large inflammatory mass involving 
the pylorus and duodenum, McKittrick advises 
a two stage exclusion gastrectomy. 

Hoerr, Dunphy, and Gray report their recent 
experience with acute hemorrhage from peptic 
ulcer at the Peter Bent Brigham Hospital in 
Boston. In their opinion the principal indication 
for emergency operation is not the amount of 
blood lost but the rate of bleeding. This is evi- 
denced by recurrent syncope or shock after the 
circulation has been stabilized by transfusion and 
despite continued transfusions at an average rate 
of not more than 500 c.c. every 8 hours. The clin- 
ical classification of patients and their need for 
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prompt surgery are based upon the following cri- 
teria: (1) the presence of syncope or shock, (2) the 
lowest hematocrit level recorded, and (3) the esti- 
mated blood lost as based upon the number of 
transfusions required to stabilize the circulation. 
In the tabulating of this essential data, the valu- 
ableasset of time must be, at least partly, forsaken. 

Many surgeons have been aware of the fact that 
a more satisfactory and less radical and unphys- 
iologic method of dealing with peptic ulcer than 
subtotal gastrectomy is to be desired. Thus far, 
however, we continue to live in this desire rather 
than in its achievement. Medical science, rather 
than accept the excuse that peptic ulcer is a diffi- 
cult disease to treat at best, has risen to the occa- 
sion with a simplified operation, vagotomy, the 
renaissance of which we owe to Dragstedt. Al- 
though skepticism is still the first step to sound 
surgery, yet it seems that more of us “are hum- 
bugged by believing in nothing, than in believing 
too much.” Concerning the virtues of subtotal 
gastrectomy, Heuer and Allen are both of the 
opinion that “it may be that we have deluded 
ourselves regarding this procedure.” 

At the Johns Hopkins Hospital 7 patients with 
bleeding peptic ulcer were subjected to vagotomy 
in addition to some ancillary operative procedure 
on the stomach, and after 6 months of careful 
follow-up study (a period far too short to be sur- 
gically or statistically significant) none of these 


patients had had a recurrent ulcer hemorrhage. 


This small but striking group of cases confirms a 
personal communication from Dragstedt in which 
he states that vagotomy alone sufficed as the sov- 
ereign remedy for 34 of 35 cases of severe ulcer 
hemorrhage. No deaths occurred and there were 
no recurrences of ulcer hemorrhage in his series, 
although the period of follow-up was not stated. 
In a more recent letter Dragstedt carefully scru- 
tinizes the results of his handiwork and makes the 
following statement: 

“Up to December, 1947, 372 patients had a gas- 
tric vagotomy operation at the University of 
Chicago Clinics either as the sole procedure or 
combined with a gastroenterostomy. Ninety-nine 
of these patients complained of gastric hemor- 
rhage at some time prior to operation. In most 
cases, repeated hemorrhages were experienced. In 
perhaps 50 per cent of cases, the hemorrhage was 
very severe. Two patients with gastric ulcers bled 
again following the vagotomy, and one patient 
with a duodenal ulcer had a hemorrhage three 
months after his operation. In the case of the 
duodenal ulcer, the vagotomy was found to be 
incomplete by physiological tests, and at a second 
operation an intact vagus nerve was found and 
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divided. Following this second vagotomy, the 
patient has been free of bleeding for a period of 
eighteen months. We do not have data as yet 
concerning the completeness of the vagotomy in 
the patients with gastric ulcer who bled again. In 
a follow-up questionnaire, two additional patients 
reported that they had had tarry stools. There 
were no associated symptoms, and no further 
mention was made of this finding.” 

Any valid appraisal of vagotomy in the treat- 
ment of bleeding peptic ulcer must be based upon 
a long-term survey of the clinical results. Future 
years will teach us much that we do not know 
today. Yesterday’s yardsticks may be too yield- 
ing. Results of ulcer therapy must conform to a 
strict set of standards. By abiding with exact 
criteria and appreciating the value of time and 
experience we will ultimately bring to light what- 
ever may now be hidden. 

However, in this collective review one can con- 
sider only facts that are ours alone at the present 
time. The unborn tomorrow belongs to the here- 
after. But, unfortunately, current reports in to- 
day’s medical literature concerning the treatment 
of bleeding peptic ulcer by vagus resection are 
almost completely lacking. To compensate for 
this void in the literature I have taken the liberty 
of requesting a statement from several men of 
renown and eminence throughout the country at 
large concerning their personal experience with 
vagotomy. The following is a résumé of their 
replies: 

Moore of the Peter Bent Brigham Hospital 
states, “I can answer your question by saying that 
we have carried out approximately twelve vagot- 
omies for previous painless bleeding ulcer. To 
date, none of these bleeding ulcers have recurred. 

“There were other ulcer patients, of course, who 
had bleeding as part of their history but in whom 
the symptoms of ulcer were more typical. We 
have also been fortunate in that none of these have 
bled lately. We have had one patient who bled in 
the hospital about fourteen days after his opera- 
tion. Other than this, our experience with bleed- 
ing has been good.” 

Wilkinson of the Lahey Clinic makes the fol- 
lowing statement: “Our total experience, up to 
now, with vagotomy comprises only some ninety 
cases. Of these ninety cases about fifteen were 
done because of repeated hemorrhage and none of 
those have bled since the operation. On the other 
hand the average follow-up period for this group 
is short, not over fifteen months, and for that 
reason I do not think any true conclusion could 
be drawn. We have learned that subtotal gas- 
trectomy done for bleeding does not completely 
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control bleeders, that many of these people go on 
to have hemorrhages later, but some of the hemor- 
rhages do not occur for several years. For that 
reason I think we ought to reserve our judgment 
about the effectiveness of vagotomy, either alone 
or combined with some other procedure, until we 
have at least a five year follow-up. Also the small 
group of cases which we have done where bleeding 
was a factor, makes it difficult to draw any con- 
clusion.” 

Crile, Jr., of the Cleveland Clinic is of the fol- 
lowing opinion. “Our experience with vagotomy 
dates back not quite three years, but we have per- 
formed about 300 vogotomies, almost always in 
conjunction with gastroenterostomy or pyloro- 
plasty. 

“‘To date there has been only one jejunal ulcer 
and no case in which bleeding has occurred fol- 
lowing vagotomy. 

“We consider it to be the operation of choice for 
duodenal ulcer.” 

Ruffin bases his impressions upon the personal 
observation of 100 patients at Duke Hospital, 
Durham, North Carolina, some of whom have 
been followed-up for a period of nearly 4 years. 
“Tt is my impression that we have had bleeding 
in only one or two cases, post-vagotomy, in a series 
of one hundred.” Ruffin continues, “I have been 
impressed by the infrequence of bleeding following 
vagotomy, and reported this at the meeting in 
Atlantic City. This is true not only in the nation- 
wide survey which we have been conducting, but 
also in our series here at Duke.” 

Walters of the Mayo Clinic states that he in- 
tends to publish his material shortly. His state- 
ment, ‘We too have been pleased with our results 
in my cases in which we have used various types 
of procedures, which include vagotomy in the 
treatment of bleeding ulcers” is at best noncom- 
mittal diplomacy. 

The value of vagotomy as a sovereign remedy in 
bleeding peptic ulcer remains to be tempered by 
time. Yet, the excellent results to date in patients 
with ulcer hemorrhage would strongly suggest 
that possibly the operation of choice in massive 
ulcer bleeding will ultimately be vagus resection. 
It is proving itself to be a valuable adjunct to the 
more conventional and radical forms of surgery. 


MORBID ANATOMY 


Ulcer hemorrhage may occur from erosion into 
either an artery or a vein. At the Johns Hopkins 
Hospital almost all of the gross specimens ex- 
amined at autopsy were found to have an eroded 
blood vessel on the posterior wall of the duodenum 
or along the lesser curvature of the stomach (Fig. 





Fig. 6. 


16). Most of these blood vessels were arteries. A 
penetrating gastric ulcer near or astride the lesser 
curvature of the stomach usually eroded into one 
of the major branches of the right or left gastric 
arteries or into one of the large blood vessels of 
the gastrohepatic omentum. The deep penetrat- 
ing ulcers of the posterior duodenum were in the 
neighborhood of the pancreaticoduodenal artery 
and in frequent instances caused necrosis of its 
vessel wall. 

Hellier reported that at autopsy all of the gas- 
tric ulcers, except 2, were on the lesser curvature 
or very near it on the posterior surface of the 
stomach. All bleeding duodenal ulcers were situ- 
ated posteriorly. Bockus states that hemorrhage 
from a duodenal ulcer may occur from erosion into 
any of the following vessels: the superior pancreat- 
icoduodenal, gastroduodenal, hepatic, right gas- 
troepiploic, and the pyloric arteries. 

Rivers and Wilbur have indicated that hemor- 
rhage may occur from small, actively and pas- 
sively congested vessels surrounding the area of 
ulceration or from the vascular granulation tissue 
present in the base of a healing ulcer. Profuse 
bleeding may occur from an area of healing gran- 
ulation tissue. The extent or severity of bleeding 
may not necessarily be related to the size of the 
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ulcer or the magnitude of the vessel from which 
the bleeding occurs. Many bleeding ulcers are 
not due to actual penetration into large blood 
vessels. 

Rare instances have been recorded in which 
ulcers have eroded into such major vessels as the 
portal vein and the aorta. Even the diaphragm 
has been pierced and one of the chambers of the 
heart penetrated. 

However, most often the lateral wall of a blood 
vessel which may have undergone some degree of 
weakening and aneurysmal dilatation is the source 
of hemorrhage. Thrombosis within the vessel, 
with obliteration and later organization, may be 
the fate and good fortune in certain cases. In 
cases associated with extensive arteriosclerosis the 
eroded vessel may be as stiff as a quill and em- 
bedded in a dense mass of scar tissue. Retraction 
or constriction of its lumen is impossible and a 
fatal outcome may result. In our series of cases 
at the Johns Hopkins Hospital there were 16 fatal 
cases which made an over-all mortality rate of 7.3 
per cent. Permission to perform an autopsy was 
granted in 14 of these 16 cases. 


CONCLUSION 


In the halcyon years ahead, those men of medi- 
cine who may perchance read these pages should 
do so in the full realization of how dense and baf- 
fling was our present veil of the unknown. Our 
current concept of treatment for bleeding peptic 
ulcer constitutes merely a single facet, albeit a 
most important one, in the medical, surgical, and 
economic aspects of a broader problem, the ulcer 
diathesis. Perhaps the compassion and wisdom 
of future experience will forgive our present clum- 
siness, and in the full light of tomorrow we shall 
be able to look forward to new and more suitable 
drugs which will enable us to conquer the stark 
sequelae of vagotonia and ulcer. However, until 
such time as a sovereign remedy to brave the 
bastion of bleeding ulcer appears, our therapeutic 
armamentarium must rest upon present devices. 
Final judgment is forced upon us all by clinical 
experience alone. And to quote Shakespeare, 
“How this audit stands, no one knows, save 
Heaven.” 
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SURGERY OF THE 


HEAD 
Considerations on 3 Cases of Traumatic Injury of 
the Dural Venous Sinuses: the Longitudinal, 
the Lateral, and the Cavernous (Considerazioni 
su tre casi di lesione traumatica di seni venosi della 
dura: del longitudinale, del laterale e del cavernoso). 
Franco LoBELLo. Arch. ital. chir., 1949, 71: 147. 

Three cases of traumatic injury of the dural ven- 
ous sinuses are reported. The first was that of a 65 
year old man who was in a collision between a bicycle 
and a motor car. He was also suffering from a gen- 
eral and severe arteriosclerosis. Following a brief 
lucid interval, coma appeared together with symp- 
toms suggesting bulbar participation (bilateral myo- 
sis, flaccidity of all 4 extremities, hyperthermia), and 
spinal puncture evidenced by the appearance of 
spinal fluid under increased pressure. Operation dis- 
closed an epidural, and subdural hematoma, fracture 
of the vault irradiating toward the base of the skull, 
and a local area of contused brain substance. A 
large temporal cranial flap was made and the injured 
longitudinal sinus was tamponed with gauze. The 
patient did not survive the operation; however, it is 
believed that death was due to the intracranial in- 
juries rather than to the operation. 

The second patient was a 17 year old youth who 
was thrown to the floor of a suddenly swerving truck. 
The lucid interval in this instance was more than 24 
hours. In this case the symptoms were of an alter- 
nating syndromic type which was similar, but not 
identical, with the Millar-Goubler syndrome; there 
was a unilateral mydriasis on the affected side, and 
irregular palsies of the homolateral cranial and con- 
tralateral peripheral nervous system. An odd symp- 
tom in this case was the homolateral appearance of 
convulsions of the Jacksonian type after the patient 
had entered into coma and just before he was op- 
erated upon. At operation a large cranial flap was 
made which was at first temporal but later extended 
backward toward the mastoid region, where the 
source of the bleeding was discovered as an injury to 
the transverse venous sinus. The sinus was tam- 
poned with gauze which was withdrawn on the tenth 
day. The palsies and eye symptoms began to dis- 
appear even with removal of the blood clot during 
the operation itself; all of the symptoms eventually 
disappeared completely and a complete recovery 
resulted. 

The third case was that of a 5 year old child with 
a gunshot wound through his head. The path of the 
projectile passed from the root of the nose back 
through the sphenoid sinus, skull, and cervical re- 
gion, the bullet finally lodging among the muscles 
of the back of the neck. This case, of course, does not 
have much relationship with the 2 cases already re- 
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ported but is cited to show the efficacy of early and 
thorough treatment. Under local anesthesia the 
nose was loosed and turned down after the manner 
of Ollier and the sphenoid sinus was tamponed with 
gauze as recommended by Worhms in 1928. This 
patient also recovered completely. 

From his own experiences and his study of the 
literature, the author reaches the conclusion that the 
future treatment in these cases will be purely a sur- 
gical problem and that the greatest progress will be 
made with early diagnosis and surgical intervention, 
followed by postoperative treatment which will give 
enhanced results as the surgeon better understands 
the physiology of the condition and drainage condi- 
tions for the spinal fluid. Emphasis is placed on the 
fact that some of these patients have an increased 
spinal fluid pressure and others a lowered pressure, 
and the odd circumstance that nothing is known of 
the controlling factors in these conditions. 

Joun W. BRENNAN, M.D. 


A Mortised Mandibular Bone Graft Following Re- 
moval of a Giant Cell Tumor. C. L. Srrairs. 
Plastic & Reconstr. Surg., 1949, 4: 282. 


The giant cell tumor, or osteoclastoma, is a locally 
destructive process which may be invasive, but does 
not metastasize, and seldom kills the patient. It 
usually occurs in children and young adults, nearly 
always before 30 years of age. 

A detailed description of a case is presented. Five 
roentgenographs and 12 photographs illustrating the 
surgical technique accompany the article. 

The bone graft is obtained from the iliac crest. 
A lead pattern of the desired graft was previously 
made and placed over the exposed crest. The cor- 
rect graft was then removed with a saw and trans- 
ferred to the defect in the mandible. It was about 
3 inches long, 34 inches wide, and % inch thick. 

The patient has good jaw function and the ap- 
pearance is satisfactory inside and outside the 
mouth. The bone graft has been in place 21 years. 

Joun F. Detpx, M.D. 


Primary Repair of Severed Parotid Duct. Rosert S. 
SPARKMAN. Ann. Surg., 1949, 129: 652. 


The author reports the successful functional anas- 
tomosis of the severed parotid duct in 3 patients. 
The ducts were anastomosed over a ureteral catheter, 
the diameter of which corresponded to the diameter 
of the duct. Multiple fine sutures of nonabsorbable 
material were used, care being taken not to pene- 
trate the duct lumen. The catheter was withdrawn 
at the conclusion of the operation. 

Careful inspection is made of the wound for ac- 
cessory ducts and if such ducts are found the proxi- 
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mal portion should be ligated if it is too small for 
anastomosis. The author institutes a postoperative 
regimen that favors continued secretory activity of 
the gland. Periodic dilatation is not necessary for 
the prevention of stricture at the site of anastomosis. 
Eart O. Latimer, M.D. 


EYE 


Nerve Regeneration in Corneal Grafts. WALTER 
KornsBluetH, A. E. MAUMENEE, and JANE E. 
CrowELt, Am. J. Ophth., 1949, 32: 651. 


In clear corneal grafts the donor’s corneal lamellae 
and Descemet’s membrane survive, but the epi- 
thelium always sloughs and is replaced within a 
period of 5 days by cells from the recipient cornea. 
The status of the corneal nerves was investigated by 
transplant operations on rabbit corneas. Histologi- 
cal sections were made after the data of physio- 
logical tests were noted. 

The return of deep sensibility in the grafts in 
from 4 to 6 weeks corresponds to the ingrowth of 
nerves into the midstroma. The acquisition of light 
sensibility in 3 to 4 months corresponds to the pene- 
tration of nerves into the subepithelial and epi- 
thelial regions of the grafts. No appreciable dif- 
ference was found in the regeneration of nerves with 
clear or cloudy'grafts. The ingrowth of nerve fibers 
is definitely not dependent on the invasion of the 
grafts by blood vessels. 

James E. LEBENSOHN, M.D. 


Leiomyoma of the Iris. Kevin O’Day. Brit. J. 
Ophth., 1949, 33: 283. . 


The present report of a case of leiomyoma of the 
iris brings the total number of reported cases up to 8. 

In the author’s case the lesion was mistakenly 
diagnosed as a leucosarcoma and the patient’s eye 
was enucleated. Following laboratory studies, a 
diagnosis of leiomyoma was made. 

The tumor extended from the pupil to the base of 
the iris. It did not infiltrate into the iris but com- 
pressed the iris and occupied the interstices. The 
lens was dimpled, and proliferation of the subcapsu- 
lar epithelium was observed. Marked vascularity 
and a mature cataract were present. It was impos- 
sible to tell from which muscle the tumor arose. 
There were fusiform dilatations along the fibrils of 
the tumor. 

It is interesting that all of the tumors in the cases 
which have been reported were located in the lower 
half of the iris, and this has led to the thought that 
the lesion may have developed as the result of a 
defect in closure of a fetal fissure. 

Ear H. MErz, M.D. 


Sutures Used in Cataract Surgery. Dup Ley P. BELL. 
Am. J. Ophth., 1949, 32: 639. 


The cataract suture was introduced by Williams, 
of Boston, in 1867, was revived by Kalt in 1894, and 
since then the modifications have been numerous. 
The author reviews the literature and presents il- 


lustrations of 36 types of cataract sutures. He con- 
cludes that some form of suture should be used in 
the closure of all cataract wounds. Silk is still the 
best suture material for this purpose. The stitch 
should not be removed earlier than the fourteenth 
day. When the corneoscleral suture, or sutures, are 
combined with peripheral iridectomies there is an 
earlier and firmer closure of the anterior chamber, 
less postoperative hyphemia, a decreased incidence 
of prolapse of the iris or vitreous, and less chance of 
infection. The postoperative astigmatism likewise is 
less, and the final visual result is likely to be better. 
Moreover, suturing lessens the danger in unco- 
operative patients and allows greater mobility in 
elderly individuals. § James E. LEBENSOHN, M.D. 


Statistical Data of My Cataract Operations Per- 
formed with a New Suture of the Sclera. 
F. Pavotczy. Brit. J. Ophth., 1949, 33: 296. 


The author discusses a scleroconjunctival suture 
to be used in cataract operations. 

The No. 6-o nylon suture is placed at the 12 o’clock 
position, 1 mm. from the limbus and parallel to it. 
The bite is through the conjunctiva and into the 
episclera. The usual cataract incision is made with a 
Graefe knife at the limbus, and the knife is with- 
drawn before the suture is cut or the conjunctival 
flap completed. A scissors is then used to complete 
the flap around the suture and fold it back on the 
cornea. After the lens is removed, the suture is tied. 

In the second portion of this article, the author 
presents his own results with surgery of the round 
pupil, peripheral iridectomy, and complete iridec- 
tomies in both intracapsular and extracapsular 
cataract extractions. 

The author prefers round pupil, intracapsular 
cataract extraction with his method of suture. The 
results obtained have been excellent. 

Ear H. Merz, M.D. 


Persistence and Hyperplasia of the Primary Vitre- 
ous; Retrolental Fibroplasia. Two Entities. 
ALGERNON B. REESE. Arch. Ophth., Chic., 1949, 
41: 527. 

Attention is directed to the extreme rarity of 
hyperplasia of primary vitreous prior to the past 10 
years, and its high incidence within this period of 
time. The recent increase in its incidence may be 
due to the fact that the lives of more premature in- 
fants are saved, or to the increased incidence of 
severe maternal infection which also precipitates pre- 
mature birth. At present, one-third of all cases of 
blindness in preschool children are due to retrolental 
fibroplasia. 

It is impossible to determine the correct incidence 
of hyperplasia of the vitreous and of retrolental 
fibroplasia because they are similar clinically. In 
this series approximately 90 per cent of cases were 
diagnosed as fibroplasia. 

Hyperplasia of the vitreous and fibroplasia have 
in common the persistence of the primary vitreous 
as the basic congenital lesion. However, in persis- 
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tence and hyperplasia of the vitreous the primary 
vitreous remains in toto and the secondary vitreous 
forms, so that the primary vitreous occupies its 
normal position in funnel-shaped fashion at the back 
of the lens. In other words, there has been merely a 
persistence of the primary vitreous with hyperplasia. 
In retrolental fibroplasia only part of the primary 
vitreous remains in the region of its base. This per- 
sistent primary vitreous is adherent to part of the 
inner layer of the optic cup. As the secondary vit- 
reous forms, it tends to compress and isolate the 
primary vitreous everywhere but in the region where 
adhesions have occurred, and at these sites the 
retina becomes separated. There may also be hemor- 
rhage from the persistent vascular primary vitreous, 
leading to organization, contraction, and further 
separation of the retina. 

This type of adhesion could be produced by an 
intrauterine inflammation of the embryonic eye as a 
result of maternal infection. Glaucoma often occurs 
as a complication in both types of cases. 

Retrolental fibroplasia is frequently associated 
with multiple hemangiomas distributed over the 
body and the presence of angioblastic tissue behind 
the lens. Hemangiomas may prevent, partially or 
completely, the formation of the secondary vitreous. 
Angiomas which form later in remnants of the pri- 
mary vitreous do not impede normal development of 
the eye but may remain latent until some time after 
birth, when hemorrhages and other sequelae even- 
tually result in retrolental fibroplasia. Retrolental 
fibroplasia has never developed from or in a persis- 
tent hyaloid artery or primary vitreous. 

The cause of retrolental fibroplasia is not known. 
Various possible causative factors include maternal 
infection, lack of vitamin A, and anemia. The basic 
lesion in retrolental fibroplasia is persistence of the 
vascularized primary vitreous in the region of its 
base. 

Prevention may be attempted by selection of 
parents without ocular defects of this type. Because 
angiomatous tissue, particularly in infants, is known 
to be radiosensitive, preventive therapy of this type 
may be éffective in the early stages of this condition. 

JosHuA ZUCKERMAN, M.D. 


Histopathologic Aspects of Retrolental Fibroplasia. 
Bertua A. Kien. Arch. Ophth., Chic., 1949, 41: 
553- 


The author discusses the histopathologic aspects 
of retrolental fibroplasia, and points out that there is 
an unrelated condition that resembles fibroplasia, 
but which is not associated with maternal-fetal in- 
fection or premature birth. It is characterized by 
arrest of embryonic development with or without 
aberrant growth of the involved tissues. The con- 
dition has a familial or hereditary background and is 
usually unilateral. The maldevelopment may start 
at any period of gestation and may present condi- 
tions varying from complete failure of primary 
retinal coaptation in microphthalmic eyes to mere 
persistence of the hyaloid artery. 


Retrolental fibroplasia is characterized by bi- 
laterality, extremely premature birth, and by fre- 
quency or uterine bleeding during gestation. Al- 
though this type of lesion is often not discernible at 
birth it becomes evident at from 2 to 5 months of 
age. It is believed that the matrix of this lesion is 
present at birth. 

It has been observed that retrolental fibroplasia is 
frequently associated with multiple angiomas dis- 
tributed over the body and with angioblastic tissue 
behind the equatorial region of the lens. 

Klein discusses the histopathologic changes in 3 
eyes with retrolental fibroplasia. In both eyes of one 
infant there was extensive failure of primary retinal 
coaptation and of the formation of secondary vit- 
reous. True retinal detachment was absent. In the 
second case the shreds of retina were still adherent 
to the choroid, indicating a true retinal detachment 
and not a failure of primary retinal coaptation. 

Behind the posterior pole of the lens in the third 
infant there was a well defined, red area with a 
knobby surface, which was connected with a large 
blood vessel and had the appearance of a hemangio- 
ma, rather than of hemorrhage. 

Angioblastic overgrowth of the primary vitreous 
may occur in response to an unknown disturbance, 
possibly anoxia, at any stage of gestation after for- 
mation of the primary vitreous has started. The 
retina is involved in various ways, depending on the 
time element, so that different histologic pictures of 
retrolental fibroplasia result. 

If it occurs early, before the 13 mm. stage, an 
angioma, and not an inflammatory lesion, may in- 
vade the retina to prevent primary coaptation of the 
retina and formation of the secondary vitreous. 

If the condition occurs at a later stage the eye may 
develop normally but the angiomas which form with- 
in remnants of the primary vitreous may remain 
latent until some time after premature birth, at 
which time hemorrhages and their organization 
products behind the equatorial region of the lens 
and near the base of the vitreous may exert traction 
on the retina with resultant detachment. This con- 
dition is analogous to von Hippel-Lindau’s angio- 
matosis, which disease is based on a congenital 
anomaly which remains latent for two or three 
decades. The angioblastomas have their inception 
during the third month of fetal life, but they do not 
become manifest until late in adult life. 

The hemangiomas are difficult to demonstrate in 
histologic preparations of old cases of retrolental 
fibroplasia because they may disappear with the 
shrinking fibrous tissue and the masses of proliferated 
pigmented and nonpigmented epithelial cells of the 
ciliary body after retrolental fibroplasia has de- 
veloped. 

Klein is of the opinion that the histologic findings 
are suggestive of the primary role of hemiangiomas 
in the pathogenesis of retrolental fibroplasia. If this 
is proved by further investigation, then modified 
roentgen therapy may prove helpful if it is employed 
prophylactically for eyes of extremely premature in- 
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fants born of mothers who have had uterine bleeding 
or other systemic disturbances during gestation. 
JosHUA ZUCKERMAN, M.D. 


Choroidal Metastasis of a Testicular Chorionic 
Epithelioma: Report of a Case. GrorcE K. 
KamMBARA, Arch. Ophth., Chic., 1949, 41: 587. 


The author reports a case of choroidal metastasis 
of a testicular chorionic epithelioma. He points out 
that only 6 cases of metastasis of chorionic epi- 
thelioma have been previously reported in the litera- 
ture, 3 in females and 3 in males. 

The present case (the seventh reported case) is the 
fourth one to be reported ina male. The primary site 
of the tumor was in the left testis. Failure of vision 
in the right eye was the first symptom observed by 
_ the patient, although severe coughing, which sug- 
gested metastases to the lungs, had started 2 months 
previously. Death occurred within 3 weeks follow- 
ing the onset of visual disturbances. 

Typical Langhans and syncytial cells were found 
not only in the primary tumor but also in the metas- 
tases. Metastases occurred also in the brain, breast, 
stomach, intestines, liver, adrenal glands, subcutis, 
heart, lungs, and pancreas. 

Examination of the urine revealed a high concen- 
tration of estrogens. JosHuA ZUCKERMAN, M.D. 


On the Complex Syndrome of Recurrent Uveitis or 
So-Called Complex Syndrome of Behcet (Sur le 
syndrome complexe de l’uvéite récidivante ou soi- 
disant syndrome complexe de Behcet). B. Apa- 
MANTIADES and N. Loranpo. Presse med., 1949, 36: 
501. 


The complex syndrome of recurrent or relapsing 
uveitis, or the syndrome of Behcet, is chronic and de- 
velops insidiously. Some of the elements may be 
monosymptomatic or plurosymptomatic. They may 
involve the skin, the mucous membranes, the eye, or 
the articulations. Since only one of these structures 
may be involved in the early stages of the disease the 
diagnosis is extremely difficult. Usually the disease 
is not recognized until multiple involvement occurs. 
Treatment is not described. 

Epwarp W. Gisss, M.D. 


Vascular Changes in Diabetes, with Particular Ref- 
erence to the Retinal Vessels. Preliminary Re- 
port. Norman AsHTon. Brit. J. Ophth., 1949, 
33: 407. 

Postmortem material from 21 diabetic patients 
was examined to compare the histopathological 
changes in the diabetic retina with disease in the 
vascular system generally. Ballantyne’s original 
contention that the vascular lesions of the retina are 
true microaneurysms was confirmed. These lesions 
may be extraordinarily localized and arise from one 
side of the vessel only, while the opposite side ap- 
pears perfectly normal. They are situated mainly in 
the inner nuclear layer in the course of capillaries 
which link the deeper and more superficial capillary 
plexus of the retina. Well defined “hemorrhages” 


are, in fact, microaneurysms, and irregular hemor- 
rhages are extravasations of blood arising from dia- 
pedesis of erythrocytes through an aneurysmal wall 
or from actual rupture of the aneurysm. Micro- 
aneurysms were not found outside the retina, either 
in the eye, in the cerebral vessels, or in the vessels of 
serous membranes, bladder wall, or omentum. It 
seems probable that the formation of aneurysms in 
the retina is simply an expression of widespread 
vascular degeneration brought about by mechanical 
factors peculiar to the retinal vessels themselves or 
to their immediate environment. 

Intercapillary glomerulosclerosis is regularly as- 
sociated with retinal microaneurysms. Retinopathy 
in the early stages may or sonatunet be associated with 
intercapillary glomerulosclerosis; the severe form is 
probably always associated with the renal complica- 
tion, but when the two lesions coexist there is no 
correlation between their degrees of severity. It is 
believed that intercapillary glomerulosclerosis and 
retinopathy are manifestations of the same patho- 
logical process modified by the different anatomical 
structure of the retinal and glomular vessels. Re- 
sults of this investigation suggest that retinal changes 
precede the renal lesion but that the development of 
intercapillary glomerulosclerosis may aggravate the 
retinopathy. Frank W. NEWELL, M.D. 


Neurofibromatosis Associated with Tumors of the 
Optic Papilla: Report of a Case. J. Gotpsmira. 
Arch. Ophth. Chic., 1949, 41: 718 


Neurofibromatosis (von Recklinghausen) is a 
hereditary disease characterized by tumors of the 
skin and the peripheral] nerves with cutaneous pig- 
mentation. The second instance of neurofibroma- 
tous involvement of the optic papilla is presented. 
In addition to the classical signs of the disease, the 
patient (a white male aged 26 years) had bilateral 
acoustic neuroma, mental retardation and a neuro- 
fibromatous growth in the apex of the right lung. 
The optic discs were elevated and the nasal halves 
had a greyish-red coloration due, probably, to new 
capillaries intermingled with the neoplasm. The tem- 
poral halves of the elevated growths showed mod- 
erately thickened and well delineated medullated 
nerve fibers. Yellowish fiecks were present in each 
fundus, and there were choroidal sclerosis and some 
small chorioretinitic patches in each eye. 

It is suggested that all patients with neurofibro- 
matosis be subjected to a complete and most critical 
ophthalmologic examination. 

FRANK W. NEWELL, M.D. 


The Pathogenesis of Concurrent Eye and Joint 
Diseases. Erik GOpTFREDSEN. Brit. J. Ophth., 
1949, 33: 261. 


The author discusses the question of concurrent 
eye and joint diseases at this time because of recent 
advances in the study of joint diseases. About 2 
per cent to 5 per cent of cases of joint disease are 
complicated with diseases of the eye. The symptoms 
complained of are phlyctenular conjunctivitis, 
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scleritis, iritis, and keratoconjunctivitis sicca. The 
pathogenesis of eye disease is thought to be the same 
as that of joint disease—probably an allergotoxic 
reaction to primary bacterial or virus infections. 
The joint diseases discussed are all of a type of 
infective arthritis, partly acute and partly chronic. 
Ear H. MErz, M.D. 


EAR 


Ventilation Paracentesis for the Relief of Stubborn 
Eustachian Tube Blockage. Joun G. McLaurin. 
Laryngoscope, 1949, 59: 482. 


The author proposes that paracentesis of the tym- 
panic membrane with the production of a very large 
and slowly healing perforation is a very helpful ad- 
junct towards therapy of intractable cases of secre- 
tory otitis media which have failed to respond to the 
usual methods of relieving obstruction of the eusta- 
chian tubes. The diagnosis of secretory otitis media 
is not mentioned, but some of the etiological factors, 
such as allergy, hypertrophied adenoids, hypertro- 
phied eustachian tube, lymphoid tissue, luetic in- 
fections, nasopharyngeal neoplasms, and sinusitis, 
are discussed. He also cites deviated nasal septum 
and hypertrophied posterior tip of the inferior tur- 
binate as possible causes of secretory otitis media. 
Additional factors not mentioned are the temporal 
mandibular joint syndrome, ero-otitis media, and 
virus infections. 

In treating any secretory otitis media, the etio- 
logical factor should first be cleared up. In the au- 
thor’s experience, it has also frequently been neces- 
sary to dilate the eustachian tube with bougies and 
to create a perforation of the tympanic membrane 
for the purpose of re-establishing a normal air pres- 
sure inside of the middle ear and mastoid cells. He 
believes that in cases in which there has been a long- 
standing eustachian tube obstruction, a chronic 
edema of the middle ear and mastoid mucosa results. 
This edema will not immediately resolve following 
equalization of the middle ear pressure by inflation 
of the eustachian tube, but it will clear up following 
ventilation paracentesis. The author presents sev- 
eral cases and shows how air conduction audiograms 
are improved with relief of autophoney, vertigo and, 
to a certain extent, tinnitus. After the middle ear 
mucosa has returned to normal, the perforation is 
allowed to close. None have ever failed to close if 
left alone. The author briefly discusses the history 
of similar attempts to retain permanent perforations 
in the tympanic membrane. 

Wi tiam K. Wricat, M.D. 


NOSE AND SINUSES 


Nasopharyngeal Tumors. J. I. Munro Brack. J. 
Lar. Otol., Lond., 1949, 63: 342. 


Any tumor filling the nasopharynx would cause 
nasal obstruction and resultant disturbance of speech 
and facies; and also, by interference with the eu- 
stachian tube, a conductive deafness. Should the 
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tumor be of the malignant type which spreads locally 
by penetration, then it would tend to foilow any pre- 
formed anatomical pathway such as along the eu- 
stachian tube or up through the foramen lacerum. In 
the former case, having passed out through the later- 
al muscular wall of the nasopharynx, the tumor can 
spread in the deep retromandibular region just be- 
low the base of the skull and be likely to involve the 
muscles of the soft palate or their nerve supply, or 
both, and the third division of the trigeminal nerve. 
Spreading more posteriorly the tumor will reach the 
region of the jugular foramen and possibly involve 
the glossopharyngeal, vagus, and accessory nerves 
or, by even further spread, the hypoglossal nerve 
and sympathetic trunk. 

Spreading upwards the tumor will penetrate the 
base of the skull through the foramen lacerum and 
come into association with the cavernous sinus. In 
this situation it may involve the oculomotor, troch- 
lear, and abducens nerves with more distant spread, 
bringing it into association with the trigeminal nerve 
ganglion. 

The benign tumor is merely a space-occupying 
lesion, although of uncontrolled pertinacity. 

The juvenile fibroma is quite a definite clinical 
entity. Characteristically it is found in young males, 
and ceases to enlarge when the host reaches the age 
of about 20 years. Histologically it is a very vascular 
tumor of varying growth rate to the extent, in some 
cases, of being active enough to be called a sarcoma, 
and behave as such. 

Left untreated, the lesion is said to run a fatal 
course in about 3 to 6 years, but if it does not form 
until the patient is older (say in the twenties), then 
growth may cease and, it is said, retrogression occurs. 
Treatment should be complete surgical removal. 
The locality is very difficult of access and, owing to 
the great vascularity of the tumor, free and profuse 
hemorrhage is likely to result from attempts at re- 
moval. It is to some extent radiosensitive, but will 
not, as a rule, undergo complete retrogression; for 
this reason irradiation tends to be used interstitially 
as an adjunct to other forms of treatment. 

The malignant tumor will invade and penetrate 
the walls of the cavity without necessarily producing 
any great local mass. The more benign type will 
behave as a*space-occupying lesion, whereas the 
highly malignant type will probably metastasize be- 
fore declaring its presence locally; between these two 
extremes we find the locally infiltrating lesion which 
is of such interest from an anatomical point of view. 

The actual pathological significance of these malig- 
nant neoplasms has been the source of much discus- 
sion, but for present purposes they will be grouped 
according to their character of growth and spread. 
It has been found that the anaplastic carcinomas and 
the sarcomas account for about four-fifths of the 
total, the remaining fifth being keratinizing squa- 
mous carcinomas. The latter will tend to metasta- 
size to the cervical lymph nodes only late and usual- 
ly, before that occurs, will have penetrated the 
pharyngeal wall to produce signs and symptoms by 





36 INTERNATIONAL ABSTRACTS OF SURGERY 


interference with nerves. These neoplasms tend to 
occur in the lateral and superior walls of the naso- 
pharynx and, when infiltrating, will follow any ana- 
tomical path available. 

The more malignant tumors such as the sarcoma, 
or anaplastic carcinoma, are likely to metastasize to 
the cervical lymph nodes and thus declare their 
presence before they produce any great local damage, 
which, of course, they may do later; also, distant 
metastasis may occur. 

Surgery plays only a small part, or none, in the 
treatment of these malignant tumors of the naso- 
pharynx. The diagnosis seems to depend upon 
spread and metastasis, by which time excision is 
impossible. We are left then with radiotherapy, 
either high voltage roentgen therapy or radium 
beam, as the only hope of cure or palliation, and no 
more need be said about this, except as it affects 
prognosis. When excision of the neoplasm is pos- 
sible, the prognosis is likely to ‘be better in the 
keratinizing squamous carcinoma than in the ana- 
plastic lesion, and in consequence we tend to speak 
of the former as being less malignant. In contrast, 
however, the highly malignant anaplastic neoplasms 
and sarcomas are usually radiosensitive and hence, 
in the nasopharynx, have a relatively better prog- 
nosis. 

After treatment by adequate radiotherapy in the 
best hands, the total 5 year cure rate in all cases of 
malignant nasopharyngeal tumors is not likely to 
exceed 20 per cent. 

When death occurs (usually in an average of 2 
years) it is often as a result of intracranial invasion, 
but about a quarter of the patients in whom the 
condition proves fatal have distant metastases. 

MicHEL LouTFALyaH, M.D. 


MOUTH 


Review of 405 Cases of Cancer of the Tongue, Treated 
with Roentgen Therapy During a 20 Year 
Period (Revisione ventennale di 405 casi di cancro 
della lingua, curati radiologicamente). Cario Por- 
TA. Tumori, Milano, 1949, 23: 14. 


Four hundred and five patients with cancer of the 
tongue were treated during a 20 year period and ob- 
served at least 3 years after the end of the treat- 
ment. These cases are reviewed by the author. 

Criteria for the selection of the proper therapy are 
determined not only by the clinical features of the 
primary tumor but in equal measure also by those of 
the regional glandular metastases. 

The majority of cancers occurred in the sixth and 
seventh decades. Three hundred and forty-eight pa- 
tients were men and 57 women. Histologically the 
spinocellular type of cancer was found most frequent- 
ly, then the basospinocellular variety; the basocellu- 
lar type was found in only a few instances. 

Laterocervical or submandibular adenopathies 
were discovered at the time of the examination in 275 
patients. They were malignant in 145 patients. 
Operation was done in 201 of the patients. 


In 72 per cent of the entire material the size of the 
primary lesion exceeded § sq. cm. 

Lesions in the anterior portion of the tongue are 
usually discovered earlier, and they form glandular 
metastases later than cancers of the posterior part of 
this organ. In 274 cases the carcinoma was found in 
the anterior portion, while in 25 cases either an en- 
tire half or the whole tongue was involved. 

In 137 cases the infiltrating type and in 268 the 
proliferating type of cancer was found. The latter 
shows a better response to radiotherapy. Cure was 
obtained in 30:2 per cent of the patients with this 
type of cancer and in 5 per cent of those with the 
infiltrating type. 

A 3 year cure was obtained in 22.4 per cent of the 
entire material and in 37 per cent of the cases in 
which the lesion was smaller than 5 sq. cm. 

In 106 patients the surgical intervention allowed 
the establishment of a definite diagnosis of metas- 
tases in the lymph glands. In 13.2 per cent of this 
group a 3 year cure was obtained. 

JoserH K. Narat, M.D. 


NECK 


A Nonclassifiable Case of Hyperparathyroidism. 
KaareE Liavaac. Acta chir. scand., 1949, 98: 88. 


The author presents the case of a 40 year old man 
with severe pain in the extremities when first seen. 
His blood pressure was 165/100. A tumor, the size 
of a nut, was present behind the lower left pole of the 
thyroid. The blood urea was 100 mgm. per cent, 
the blood calcium was 13.8 mgm. per cent, the blood 
phosphorus was 4 mgm. per cent, and phosphatase 
was 1.3 Bodansky units. Cystic decalcification in 
some of the small carpal bones and in the right medial 
malleolus was observed in the roentgenogram. There 
was a plum-sized mass in the mediastinum. 

At operation, 2 large parathyroids on the left and 
1 on the right were found, and these were removed. 
Histologic examination revealed a parathyroid hy- 
perplasia of the water clear cell type. Clinical im- 
provement did not follow the operation. A month 
later the mediastinal mass (aberrant thyroid the size 
of a hen’s egg) was removed. This mass proved to 
be very different in histologic structure; in some 
areas there were nests of water clear cells much 
smaller in size than the cells in the previously re- 
moved parathyroids; in other areas there were foci 
of still smaller cells resembling young chief cells. 

Following the second operation the patient de- 
veloped tetany and a permanently low serum calci- 
um, due, apparently, to the loss of all his para- 
thyroid tissue. 

The author is wondering whether this patient had 
an aberrant parathyroid adenoma and hyperplasia 


of the cervical parathyroid, which is unusual (as a 


parathyroid adenoma usually depresses the normal 
parathyroid tissue), unless there was hyperplasia of 
the remaining parathyroids due to renal failure. In 
such instances, however, the hyperplasia has not 
been of the water clear cell type. ; 
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Could this have been a case of water clear cell 
type hyperplasia in the cervical parathyroids and 
a mixed type in the mediastinal gland? As the cel- 
lular arrangement in the mediastinal gland was 
adenomatous, this concept would run counter to the 
current American concept of strict differentiation 
between adenoma and hyperplasia. 

F. W. S. MopErn, M.D. 


Toxic Goiter. Myron PrinzMETAL, CLARENCE M. 
Acress, H. C. BERGMAN, and BENJAMIN SIMKIN. 
J. Am. M. Ass., 1949, 140: 1082. 


The treatment of simple toxic diffuse goiter by 
surgical methods is very satisfactory. Good results 
have also been reported with the use of high voltage 
x-ray therapy, and more recently antithyroid drugs 
such as propylthiouracil have produced good results. 
All of these methods of treatment have certain 
known dangers and disadvantages and many goiters 
cannot be safely treated in this way. 

In the present article, the authors outline the 
therapy used in problem cases of simple toxic diffuse 
goiter. They use radioactive iodine (I'*") exclusively, 
since this is the longest acting isotope. All patients are 
placed on a low iodine intake for a period of 4 to 6 
weeks, after which radioactive iodine is given. A 
relatively accurate measurement of the amount of 
iodine intake by the thyroid gland can be determined 
with use of a Geiger counter. The iodine intake is 
never in excess of 30 per cent in the normal thyroid 
gland, and ranges from 35 to go per cent in toxic 
patients. 

A total of 18 cases form the basis of this study. 
Radioactive iodine was used in the treatment of 
Graves’ disease complicated by (1) congestive heart 
failure, (2) extreme emotional instability or psy- 
chosis, (3) extreme toxicity, (4) recurrence after a 
previous adequate thyroidectomy, and (5) thyroid 
cancer. All patients but 1 were followed for from 12 
to 18 months. The disease was found to be ade- 
quately controlled in 16 patients; only 1 case was 
listed as a frank therapeutic failure. These results 
are believed to be excellent and thus far no severe or 
dangerous toxic reactions have been encountered; 
however, as yet, the correct therapeutic dosage of 
radioactive iodine is not accurately known, and 
much more experience will be necessary before toxic 
goiter can be quickly controlled by this method and 
before it can be considered a safe therapeutic pro- 
cedure. Wittram K. Wricut, M.D. 


Carcinoma of the Parathyroid Gland with Hyper- 
parathyroidism. O.L.V. pEWESSELOw, and H. E. 
DEWARDENER. Lancet, Lond., 1949, 1: 820. 


The authors report a case of an indubitably ma- 
lignant parathyroid adenoma with hypersecretion in 
a patient who had five hospital admissions between 
December, 1942 and June, 1948 and was still alive at 
the time of the report. The patient, a 35 year old 
woman, presented herself with a four year history 
of thirst, polyuria, stiffness of the legs, and back- 
ache and pain in the hip for the past year. In the 


examination a 2 cm. firm tumor was found behind 
the lower left pole of the thyroid, and there was also 
an upper dorsal kyphosis. The roentgen and blood 
chemical changes were those found in hyperpara- 
thyroidism. 

The tumor, 1 cm. in diameter, was well differenti- 
ated showing the principal cellular makeup of the 
parathyroids with invasion of the capsule. 

Three readmissions were for nodule formation 
along the sternocleidomastoid muscle and the last 
one for a nodule in the supraclavicular fossa. The 
nodules were treated by surgical removal, x-rays, or 
the combination of both. At the last operation, (a 
thorough neck exploration) a fibrotumorous mass 
was found; it was adherent to the larynx and esopha- 
gus, and extended from the cricoid cartilage to the 
arch of the aorta. 

At the last operation the patient was in mild con- 
gestive failure, the electrocardiogram showed left 
ventricular strain on the left side, and the kyphosis 
and thoracic deformity showed progression. The 
skeleton showed widespread fibrocytic changes. ‘The 
serum calcium was consistently higher than normal 
but the patient had apparently acquired tolerance 
to the hypercalcemia. F. W. S. MopErn, M.D. 


Thyroglossal Cysts and Sinuses. Samuet F. Mar- 
SHALL and WALTER F. BEcKER. Ann. Surg., 1940, 
129: 642. 

Thyroglossal cysts and their associated sinuses 
constituted 40 per cent of the cases seen at the Lahey 
Clinic, presenting various tumors, cysts, and sinuses 
of the neck, excluding lymph node enlargements. 
Three hundred eighty-four patients with such cysts 
and sinuses were operated upon and the authors have 
been able to make follow-up studies on 310 of these 
patients. 

A thyroglossal cyst or sinus may be found at any 
level in the midline of the neck from the foramen 
cecum to the suprasternal notch but the majority of 
them are just below the hyoid bone. In 61 of the 
authors’ patients the cyst presented above the hyoid 
bone. The cyst may occur to the left of the midline 
at the level of the thyroid cartilage. The thyroglossal 
tract is firmly adherent to the hyoid bone and it is 
this adherence or involvement of the hyoid bone 
that makes it necessary to remove the central por- 
tion of this bone to prevent recurrence of the condi- 
tion. 

Since squamous cell epithelium may be present in 
the thyroglossal duct, this structure constitutes a 
rare source of dermoid cyst. The authors had several 
such dermoid cysts in their series. 

Thyroglossal fistula or sinus is very rarely a con- 
genital condition. In the series of 310 cases included 
in this report there were 93 sinuses but none was 
noted at birth according to the Clinic records. Most 
sinuses develop from spontaneous rupture or incision 
of an abscess arising in the cyst. In 9 per cent of this 
series a cyst was first noticed in infancy and in 37 
per cent symptoms occurred before the age of 10 
years. The cysts occurred in 73 per cent of the pa- 
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tients before the age of 41 years. The embryonic 
tract will usually remain quiescent in the neck for 
years and then suddenly give evidence of its presence 
by forming a cyst. Approximately half of the pa- 
tients have a history of definite inflammation before 
they come for treatment. The authors have had 
only 1 case of carcinoma which developed in a 
thyroglossal tract among the 310 operative cases. 
The ratio of females to males was slightly over 1 to 1 
(173 females to 137 males). 

The diagnosis of thyroglossal cyst is not difficult. 
The presence of a firm cystic tumor in the midline 
of the neck at the level of the hyoid bone or over the 
thyroid cartilage is usually sufficient to make the 
diagnosis. Transillumination is of little use as few 
cysts are translucent. Elevation of the tumor mass 
by swallowing or protrusion of the tongue will help 
to make the diagnosis, and this sign is of value in 
distinguishing it from a true sequestration dermoid. 
Bronchial cysts are lateral, occur under the sterno- 
hyoid muscles, and usually develop later in life. Li- 
pomas can be distinguished by their distinct edge 
and lobulation. 

Successful treatment consists of removal of every 
trace of the thyroglossal tract up to the foramen 
cecum at the base of the tongue. A transverse in- 
cision is made at the level of the hyoid bone or, if a 
sinus is present, an incision is made at the level of 
the sinus and encircling it. If a sinus is present it 


may be injected with methylene blue, but if this is 
used it should be injected prior to the incision. The 
authors rarely inject the tract with dye. The skin, 
subcutaneous tissues, and platysma are reflected, 
and the sternohyoid muscles are separated in the 
midline, exposing the cyst which is separated pos- 
teriorly from the thyrohyoid membrane up to the 
hyoid bone. The hyoid bone is cleared of muscles 
and a central portion 1 cm. in length is divided by 
bone forceps and elevated with the cyst. Tissues 
which include a portion of the median raphe of the 
mylohyoid and.a portion of the genihyoid and geni- 
oglossus muscles up to the foramen cecum are cored 
out. The dissection can be made easier by placing a 
finger in the patient’s mouth at the level of the fora- 
men cecum and pushing forward and upward. It is 
usually unnecessary to carry the dissection into the 
mouth. The muscles are approximated with fine 
sutures and the cut ends of the hyoid bone are also 
approximated. A small rubber tissue drain is placed 
between the muscles at the level of the hyoid bone. 
Radical and complete operation must be done even 
when involvement of the hyoid bone with cyst or 
sinus is not demonstrable. The authors had 4 re- 
currences in 310 cases and in none of these 4 cases 
was the radical procedure carried out. Surgical ex- 
cision is not carried out during an acute inflamma- 
tion of the lesion, but incision and drainage may be 
necessary at this time. Eart O. Latimer, M.D. 
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Repair of Defects in Ethmoid and Frontal Sinuses 
Resulting in Cerebrospinal Rhinorrhea. AL- 
FRED W. ADSON and ALFRED UIBLEIN. Arch. Surg., 
1949, 58: 623. 


The purpose of this contribution is to call atten- 
tion to the etiologic factors responsible for the spon- 
taneous development of cerebrospinal rhinorrhea, 
the methods employed in closing defects in the 
cribriform plate of the ethmoid bone, which were 
congenital in origin or the result of bullet wounds, 
and to review the results of the authors’ surgical ex- 
periences in treating cerebrospinal rhinorrhea. 

Cerebrospinal rhinorrhea due to trauma (frac- 
tures) frequently ceases spontaneously; therefore, it 
is wise to wait for a period of 8 weeks before an 
attempt is made to correct the situation. Palliative 
measures are rarely effective. Only in an occasional 
case will the cerebrospinal fluid cease to drain after 
application of these measures. 

Nasal polyps fairly frequently are nasal meningo- 
celes. These may break and drain cerebrospinal 
fluid spontaneously, but they are sure to drain if re- 
sected ; however, there is no doubt that a small men- 
ingocele may be associated with nasal polyps. Men- 
ingitis is a serious complication of cerebrospinal 
rhinorrhea and this is true especially in the presence 
of acute infections of the nose, throat, tonsils, and 
sinuses. 

Penicillin and the sulfonamide compounds reduce 
the hazard of meningitis and serve as a protection 
in the preoperative and postoperative periods. 

Attempts at repair of fistulous openings through a 
unilateral frontal craniotomy have not been entirely 
satisfactory. This is true especially when the lesions 
are located in the cribriform plate, since they are 
very frequently multiple and may occur on both 
sides of the septum. 

The best results are obtained by bilateral frontal 
craniotomy with adequate exposure of the cribri- 
form plate before closure of the defects in the cribri- 
form plate and the meningocele fistulous openings. 

In 26 patients cerebrospinal rhinorrhea was re- 
lieved. Twenty-two patients were cured. There was 
1 equivocal result, 3 failures, and no deaths. 


Traumatic Encephalopathies (Les encéphalopathies 
traumatiques). G. DE Morsier. Lyon chir., 1949, 
44: 302. 

The modern mechanopathologic concept of brain 
injuries cannot accept the subdivision into concussion 
and contusion. The term “traumatic encephalo- 
pathy” is applied to any modification of the struc- 
ture or function of the brain, of traumatic origin. 
Such changes may be divided into three groups: 
acute, subacute, and chronic. 


NERVOUS SYSTEM 


The mesodiencephalon represents the main zone 
of vulnerability. To the classical concept of meningo- 
cortical “coup” and “contrecoup”’ is thus added the 
knowledge of the “‘mesodiencephalic contrecoup” 
which offers an explanation of the sensory motor 
syndrome observed on the side affected by shock. 

Two mechanisms of the effect of a trauma on the 
brain may be distinguished: (1) the shock immediate- 
ly affects the neurons by temporarily inhibiting their 
activity, and (2) it acts on the blood vessel walls by 
altering their physicochemical structure, with a re- 
sulting vasoparalysis or an increased permeability 
to plasma (edema) or erythrocytes (hemorrhage). 

The usual symptoms of traumatic encephalopathy 
may be grouped into three syndromes: (1) neuro- 
vegetative disorders affecting the cardiac and res- 
piratory rhythms, blood pressure, temperature, per- 
spiration, salivation, metabolism of water, fats and 
carbohydrates, also the digestive functions, sleep, 
and sexual activities; (2) mental disorders affecting 
the memory and character, with fatigability, and (3) 
sensory motor disturbances such as dizziness, hypo- 
esthesia, hyperesthesia, spasm of accommodation, 
hyposmia, and headaches. 

The author reports the cases of 8 patients with 
chronic traumatic encephalopathy who survived for 
periods of from 8 months to 13 years. In 5 of the 
patients there was no initial loss of consciousness, 
although a fatal outcome resulted. 

Josera K. Narat, M.D. 


Cysticercosis Cerebri and Its Operative Treatment. 
Lucjan STEPIEN and Jerzy CHoréssk1. Arch. Neur. 
Psychiat., Chic., 1949, 61: 499. 

In the neurologic clinic in Warsaw from 1936 to 
1946, 23 patients were found to have cysticercosis 
cerebri (the larva of Taenia solium.) The authors 
point out that while this condition has been known 
and described as far back as 1588, it is almost un- 
known currently in Western Europe and the United 
States and the literature is lacking in any detailed 
description. 

The symptoms naturally depend upon the number 
of parasites and their location—whether they are in 
the cerebral hemisphere, around the base of the 
fourth ventricle, or in the optic chiasm. 

The authors have classified the cases into three 
groups: (1) those in which the cysts, often single, 
destroying, or irritating, cause symptoms similar to 
a cerebral tumor; (2) those in which the cysts, being 
numerous, produce swelling of the brain and symp- 
toms of a diffuse cerebral lesion; and (3) those in 
which the parasites cause internal hydrocephalus 
following obliteration of the channels of the cerebro- 
spinal fluid. This classification is made to facilitate 
the choice of surgical procedure and the prognosis. 

Operative treatment was followed by a good result 
in 50 per cent of the authors’ cases. Without a 
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history of infection with Taenia solium, if eosino- 
philia of the blood or the cerebrospinal fluid is ab- 
sent and if the parasites cannot be found in the soft 
tissues, an accurate preoperative diagnosis is impos- 
sible. Preoperative diagnoses, therefore, are usually 
tentative. Joun Martin, M.D. 


The Uptake of Radioactive Phosphorus by Malig- 
nant Brain Tumors. THEopoRE C. ERIcKson, 
FRANK Larson, and Epcar S. Gorpon. J. Lab. 
Clin. M., 1949, 34: 587. 

The use of the radioactive isotope of phosphorus 
as a therapeutic agent in certain blood diseases has 
stimulated its possible value in other conditions, 
particularly malignant neoplasms. Neoplastic cells 
do not appear to have an active enough phosphorus 
turnover rate to permit isotope concentrations that 
even approach the therapeutic range. The authors 
have found that glioblastoma multiforme, by virtue 
of its rapid growth, might manifest an avidity for 
circulating inorganic phosphate that would make it 
possible to secure significant intracellular concen- 
trations of P®, 

Injections of radioactive phosphorus were made in 
patients with malignant brain tumor. Injections 
were made into the median basilic. vein, into the 
carotid artery, or locally into the tumor. Subse- 
quently, chemical analyses including studies of tumor 
tissue and normal tissue were carried out to deter- 
mine the phosphorus content. The details of the 
chemical proceedings are given in the article. 

It was possible to show that the ratio of concen- 
tration of radioactivity in tumor and normal brain 
tissue rose as high as 19 to 1. 

Chemical fractionation of tissue phosphorus 
showed a small but significant concentration in the 
nucleoprotein of both the cytoplasm and nucleus. 
It was thought that several years would be necessary 
to evaluate properly any therapeutic effect that may 
be obtained from the radiation derived from this 
isotope. Further investigation into this field is con- 
templated by the authors. 

Howarp A. Brown, M.D. 


Lobotomy for Intractable Pain. JoHn B. Dynes and 
James L. Popren. J. Am. M. Ass., 1949, 140: 15. 


The authors present 18 cases of intractable pain in 
which treatment by prefrontal lobotomy was carried 
out. These cases included 9 patients with malignant 
disease and 9 with other types of intractable pain. 

The patients with malignant disease appeared to 
have obtained greater relief than the other patients in 
the group. 

It was felt that lobotomy definitely altered the pa- 
tient’s anxiety and fear reaction in such a manner 
that no anxiety, fear, or concern over their impending 
death from cancer was manifest. 

Patients who displayed an exaggerated pain re- 
sponse in the presence of longstanding emotional in- 
stability seemed to do less well in this series. 

In selected cases of metastatic malignantdisease, 
and in some other types of chronic intractable pain, 


lobotomy may become the operation of choice for the 
relief of both pain and mental suffering. 
Howakgp A. Brown, M.D. 


Clinical and Pathologic Aural Findings in a Case of 
omatosis of the Meninges. EucEen Graz- 
SCHED. Arch. Otolar., Chic., 1949, 49: 547. 


Carcinomatosis of the meninges is usually caused 
by metastasis, but very frequently the primary lesion 
cannot be identified even at autopsy. It is charac- 
terized by symptoms of meningeal irritation and 
gradually increasing intracranial pressure with 
simultaneously appearing symptoms of involvement 
of the cranial nerves, the base of the brain, and the 
spinal cord. When there are carcinomatous changes 
in the ear, the author believes that there is not a 
Girect extension of the tumor from the medulla up- 
ward to the fundus of the internal auditory meatus, 
but rather a transportation of neoplastic cells by 
spinal fluid from the meninges to the inner ear. The 
cells are deposited wherever they meet an obstacle or 
where the current is slowed. In some cases they in- 
filtrate the facial and acoustic nerves and the gan- 
glion cells of the inner ear with subsequent destruc- 
tion of large parts of the auditory and vestibular 
apparatus. As a result of this disintegration of tis- 
sue there is formation in the inner ear of a transu- 
date known as “stagnation hydrops of the internal 
ear. 

The author has presented a case such as that de- 
scribed. The clinical aspects and the pathologic 
findings are given in great detail. 

Ricwarp C. ScHNEIDER, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Differential Diagnosis of Spinal Cord Lesions. 
J. Lawrence Poot. Surg. Clin. N. America, 1949, 
29: 521. 

The author discusses the diagnosis of spinal cord 
lesions and classifies them as neoplastic, inflamma- 
tory, traumatic, congenital, and miscellaneous. In- 
cluded is a listing of extradural and intradural tu- 
mors, as well as the various infectious lesions involv- 
ing the spinal cord. 

A differential diagnosis, attained by use of both 
clinical and laboratory measures, such as myelogra- 
phy, is discussed. It is pointed out that one must be 
careful to differentiate between degenerative disease 
of the spinal cord and tumors which may be surgical- 
ly removable. 

This author presents a good working outline which 
should be of value to general practitioners in the 
study of patients with possible spinal cord disease. 

Howarp A. Brown, M.D. 


Rupture of the Intervertebral Disc. Witi1am JAson 
Mixter. J. Am. M. Ass., 1949, 140: 278. 


The author, who with J. S. Barr and C. S. Kubik 
first diagnosed a rupture of an intervertebral disc 
and studied its relation to sciatic pain, relates how 
his attention was focused on this lesion. Enchon- 
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dromas, ecchondromas, and fibrocartilaginous nod- 
ules were described before but they were not associ- 
ated with the intervertebral discs. 

In 1929 Dandy reported 2 cases of detached frag- 
ments of the intervertebral cartilage which offered a 
pathologic basis for so-called sciatica. This short 
historical review stops with the mention of the pub- 
lication of Mixter and Barr’s article on the “Rup- 
ture of the Intervertebral Disc with Involvement of 
the Spinal Canal” in the August, 1934 issue of the 
New England Journal of Medicine and the contro- 
versy that it had produced. 

GEORGE PERRET, M.D. 


Spinal Funiculalgia Caused by Lesions of the Disc 
and Interapophyseal Arthrosis (Les funiculalgies 
rachidiennes dépendant de lésions discales et d’ar- 
throses interapophysaires). A. WatcH, R. Rom- 
Bouts, and J. L. Petit. Acta orthop. belg., 1949, 4: 
105. 

The term “funiculus”’ is applied in the strict sense 
of the word to the transpinal portion of a nerve, 
which extends from the ganglion to the plexus, but 
the authors also include in their discussion painful 
lesions of the funiculus as well as those of the spinal 
roots, excluding such conditions as Pott’s or Kuem- 
mel-Verneuil’s disease, osteomyelitis of the spine, 
and primary or metastatic tumors. The most fre- 
quent form of funiculalgia, namely sciatica, is not a 
clinical entity but a syndrome which may appear in 
the course of various diseases. The authors have 
focused their attention chiefly on interapophyseal 
arthrosis and on conditions caused by herniation of 
an intervertebral disc. After reviewing the historical 
development of our knowledge of disc lesions, the 
embryology, anatomy, histology, physiology, and 
pathology of the involved organs, the authors pro- 
ceed to describe the symptomatology, roentgenologic 
findings, and therapeutic measures. 

Interapophyseal arthroses are treated by the au- 
thors in asimilar manner. Such lesions, still relatively 
unknown, may be responsible for sciatica or pains in 
the lumbar region. Lumbosacral deformities may 
provoke a static arthrosis of the articular facets which 
in turn is responsible for pains in that region. 

The differential diagnosis between a herniated 
disc and an interapophyseal arthrosis is of great im- 
portance because laminectomy is indicated for the 
first condition whereas the second calls for a rachi- 
synthesis (spinal fusion). A sudden onset of symp- 
toms and trauma in the history suggest herniation of 
a disc, while the absence of an accident and repeated 
attacks of lumbar pains point to an arthrosis. Severe 
pains in the area of one or two contiguous roots sug- 
gest herniation. An isolated lesion of the first sacral 
nerve with abolition of the Achilles tendon reflex is 
probably caused by a herniated disc. Disappearance 
of the physiologic lumbar scoliosis is more pro- 
nounced in a patient with a disc lesion than in one 
with arthrosis. Pain on pressure in the paravertebral 
region, association of motor disturbances with those 
of the sphincters, and existence of hypoesthesia or 
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parethesia suggest a herniated disc. Pain caused by 
a lesion of a disc is more severe, yields less to rest 
than that attributable to an arthrosis, and it is ag- 
gravated easier by cough or defecation. X-ray stud- 
ies are of great value in establishing the correct 
diagnosis. An epidural injection of novocain tem- 
porarily relieves pain caused by an arthrosis, while 
it has no effect upon pain due to a herniated disc, or 
may even intensify it. Josepu K. Narat, M.D. 


PERIPHERAL NERVES 


Some Therapeutic and Neurologic Aspects of Per- 
ipheral Nerve Injuries. W. R. HENDERSON and 
D. TAVERNER. Lancet, Lond., 1949, 1: 1084. 


The present article is based upon an experience of 
5 years in the treatment of over 400 nerve injuries in 
patients hospitalized in prisoner-of-war hospitals in 
Germany. The article is unusual because the authors 
present the data on unselected groups of untreated 
patients observed over a long period of time. 

The high level of injury, lack of physiotherapy, 
and even a reasonable delay in operation were of 
less importance than incorrect reinnervation. To 
achieve better nerve approximation, bulb suture is 
recommended, and the best results with the use of 
this method were noted in upper arm and peroneal 
nerve injuries. Bulb suture permits the removal of 
sufficient nerve to obtain healthy ends, and there is 
less danger of separation of the suture line or injury 
to the nerve from stretching. The authors believe 
that these advantages outweigh the delay of a few 
months added by the procedure. In 60 patients, 
suture operations were performed as late as from 9 
months to 2% years after injury. Because of the 
great delay, the prognosis in these cases seemed hope- 
less, and only those patients with the most severe 
injuries were operated upon in the hope of regaining 
a little recovery. Partial lesions were not resected. 
Late suture was regarded as worthwhile only in high 
lesions, for there was some recovery in proximal 
muscles, less recovery in long digital muscles, and 
none in the intrinsic ones. Muscle fibers were found 
to show moderate recovery even after denervation 
for periods of 3 years. Within reasonable time limits 
the structural changes in denervated muscle fibers 
have much less effect on recovery of function than 
other major factors mentioned later. Since the re- 
covery of localization and discrimination of various 
types of sensation is so poor, sensory loss is not a 
good reason for late operation. 

The degree of functional recovery after nerve in- 
jury depends upon three main factors. The first 
factor is that of the degree of axonal confusion, i.e., 
the wastage of fibers which have entered wrong 
channels or have become stranded when a part or all 
of the fiber sheaths have been destroyed. Ina mixed 
nerve the wastage of axons is greater, and functional 
recovery is correspondingly less than in a preponder- 
antly motor nerve. Secondly, there is the problem 
of central co-ordination of peripheral function. After 
nerve injuries there is a certain amount of loss and 
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confusion of afferent information to the cerebral cor- 
tex with resulting poor co-ordination and control 
peripherally. This is more marked for the more 
complicated distal functions of the extremities than 
for the coarser proximal movements. Such dis- 
turbances would appear to be a major factor in poor 
recovery of function in distal musculature. Lastly, 
there is apparently incomplete maturation of the 
regenerating nerve fibers in the peripheral segment 
so that full recovery of function never occurs after 
there has been destruction of the axon sheath. 
RICHARD C. SCHNEIDER, M.D. 


Behavior of the Sympathetic Nervous System in 
Paralysis of the Peripheral Nerves; Physical and 
Pharmacodynamic Tests (Comportamento del sis- 
tema nervoso simpatico nelle paralisi dei nervi peri- 
ferici allo stimolo di prove fisiche e farmacodina- 
miche). G. Moranpi and U. Mancini. Chir. org. 
movim., 1949, 2: 69. 

The material studied consisted of 34 war wounded 
of whom 22 had paralysis of one or more of the 
peripheral nerves of the upper extremity and 12 had 
paralysis of the sciatic or the external or internal 
popliteal nerve. In all patients the anatomic integ- 
rity of the artery of the paralyzed extremity was 
verified at operation or by observation of the periph- 
eral pulse. The cutaneous temperature, dermograph- 
ism, and perspiration were first investigated in these 
patients; then 30 of them were subjected to phar- 
macodynamic tests consisting of injections of adren- 
alin (0.25 mgm.), pilocarpine (1 cgm.), acetylcholine 
(x cgm.), and atropine (0.5 mgm.), carefully con- 
trolled by oscillography and performed at inter- 
vals of 24 hours between them. 

The physical tests in paralysis of the radial nerve 
revealed an increase in temperature and a decrease 
in the latency time and the duration of dermograph- 
ism. Contrasting phenomena were found in paralysis 
of the median and ulnar nerves or of the ulnar nerve 
alone. To these observations must be added the sub- 
jective and objective phenomena which consist of a 
slightly succulent, warm hand, nearly always with- 
out trophic disturbances attributable to the nervous 
lesion in paralysis of the radial nerve, and a cold, 
cyanotic hand with a varying degree of trophic dis- 
turbances in paralysis of the median and ulnar 
nerves. 

These observations led to the conclusion that the 
radial nerve is the peripheral vector of predominantly 
vasoconstrictor, adrenergic fibers of the vegetative 
nervous system. This fact serves as confirmation of 
the clinical finding that trophic disturbances are 
rarely encountered and that patients have a per- 
sistent sensation of heat in the hand in case of paral- 
ysis of the radial nerve. 

The physical and pharmacodynamic tests led to 
the conclusion that the median and ulnar nerves are 
the peripheral vectors of predominantly vasodilator, 
cholinergic fibers of the vegetative nervous system. 
This fact also agrees with the clinical findings: with 
interruption of the median or ulnar nerve, or both, 


there is a decided predominance of the vasocon- 
strictor fibers coming from the radial nerve, and this 
explains the regular presence of trophic disturbances 
even when the artery is anatomically intact. 
Although clinical experience suggests that the ex- 
ternal popliteal nerve is not only phylogenetically 
but also functionally the homologue of the radial 
nerve, and the internal popliteal nerve the homo- 
logue of the median ulnar nerve, the results obtained 
in observations of paralysis of the sciatic nerve and 
its branches cannot be discussed because of the in- 
constancy of the data which does not permit prac- 
tical conclusions. Ricnarp Kemet, M.D. 


Late Suture for Peripheral Nerve Injuries (Ueber 
Spaetnaehte bei peripheren Nervenverletzungen). 
F. W. Kroiti. Deut. med. Wschr., 1949, 23: 737. 


The large number of peripheral nerve injuries en- 
countered as a result of the second World War raised 
the question of the value of late suture for these in- 
juries, although experience gained following the first 
World War indicated that operative treatment un- 
dertaken later than a year following injury was of 
little value. 

The present series of cases consists of a group of 
late cases in which no previous operative treatment 
had been carried out, and a group in which operative 
treatment had been carried out during the conven- 
tional period of from 6 to 12 months after injury 
without any subsequent improvement or recovery. 
The material for this study comprises 37 cases of late 
nerve suture. 

Because of the pronounced trophic disturbances 
present in many cases, various procedures on the 
sympathetic nervous system were carried out simul- 
taneously with peripheral nerve suture, first, in order 
to improve the trophic conditions of the tissues and, 
second, to aid the regeneration process in the su- 
tured nerve. The results are tabulated. 

In the technique of operation, particular care is 
taken to excise the neuromas from the proximal and 
distal nerve ends until healthy tissue is reached, and 
exact approximation and suturing of the nerve sheath 
is achieved. The limb is immobilized for at least 6 
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weeks and then extension or flexion is carried out 
(not more than 10 degrees weekly to avoid stretch- 
ing the suture line) until full range of motion is at- 
tained. Physical therapy, consisting of heat, mas- 
sage, and galvanization, is carried out daily if pos- 
sible, for from 2 to 3 years. 

The author’s results compare favorably with the 
results achieved in other series following earlier su- 
ture. He believes that late nerve suture or revision 
of previous unsuccessful nerve suture should be em- 
ployed more frequently for these unfortunate pa- 
tients. Joun L. Lrypguist, M.D. 


The Present Status and Significance of the Tendon 
Transplant Operation for Radial Paralysis (Uber 
den heutigen Stand und die Bedeutung der Ersatz- 
operation bei Radialislaechmung). D. W. KruEcER 
and R. KorBert. Deut. med. Wschr., 1949, 25: 793- 


The significant features of the various modifica- 
tions of the original Perthes operation are the avoid- 
ance of tenodesis and less complicated suturing of the 
flexor motors to the intact extensors. The authors’ 
experience coincides with that of Bauer as to the 
feasibility of using the flexor carpi ulnaris not only for 
finger extension but also for wrist extension, which 
makes tenodesis superfluous. A summary of the de- 
velopment of the modifications of the original Per- 
thes operation is presented. 

The authors used a modification of Hohmann’s 
method, which avoids rigid fixation of the wrist, in 
28 cases. This procedure consists of joining the 


flexor carpi radialis to the extensors carpi radialis 
longus and brevis, extensor pollicis brevis and ab- 
ductor pollicis longus, and of suturing the flexor carpi 


ulnaris to the extensors digitorum communis and ex- 
tensor pollicis longus. In the course of time they 
modified this procedure omitting the attachment to 
the extensors carpi radialis longus and brevis. Of 
these 28 patients, 23 obtained efficient function, 4 
limited function, and i inadequate function. 

The authors state that if there is no evidence of 
regeneration 4 months after radial nerve suture is 
done, either early or late, a tendon plastic operation 
is indicated. The patient will benefit even though 
regeneration occurs later. 

Joun L. Linpauist, M.D. 


Treatment of Coccygodynia by the Bilateral Section 
of the Sacrococcygeal Plexus (Traitement de la 
coccygodynie par la section bilatérale du plexus 
sacro-coccygien). ANDR& SIcarD and J. BRUEZIERE. 
J. chir., Par., 1949, 65: 312. 

The fifth sacral root anastomoses with the coc- 
cygeal nerve to form the sacrococcygeal plexus. 
This center of the nerves quite often receives a 
branch from the fourth sacral root. However, the 
anastomosis always takes place well above the level 
of the sacral cornua below the sacral hiatus. The 
plexus in turn gives off the so-called articular branches 
to the ligamentous bands uniting the coccyx to the 
sacrum, and to the sensory branches to the skin 
covering the coccygeal region and extending as far 


NERVOUS SYSTEM 43 


down as the anus. These articular and cutaneous 
branches leave the plexus well below the level of the 
cornua. Thus, all the nervous connections likely to 
be involved in the average case of coccygodynia 
—_ be interrupted by cutting them across at this 
evel. 

The operation devised by the authors for these 
cases was constructed with these considerations in 
mind. Under local anesthesia, through a midline 
incision, the aponeurosis covering the sacral hiatus 
at the level of the cornua is opened, and the fine al- 
most indistinguishable fibrils of the sacrococcygeal 
plexus are sought within the masses of fatty tissue 
of this area and laterally against the bony sides of 
the canal of the hiatus. It is here that the fine fila- 
ments of the fifth sacral roots are to be sought, on 
occasion by biting off the bony excresences of the 
cornua, and pulled toward the center with a hook 
and the whole plexus is cut across at this level. 

Five patients with coccygodynia have now been 
operated on by this method with postoperative 
periods of observation ranging from 4 months to 2 
years. In 4 the results were excellent. In the fifth 
there was still some pain when sitting. The incom- 
plete relief in this case is ascribed to the incomplete 
division of the plexus. The only noticeable sequela 
seems to be a patch of cutaneous anesthesia over 
the region of the coccyx. This anesthetic area dis- 
appears progressively over a period of a few weeks. 
In no instance was any effect noted on the func- 
tioning of the anal sphincter. 

Joun W. BRENNAN, M.D. 


SYMPATHETIC NERVES 


Sympathetic Procedures in the Treatment of Frost- 
bites of the Extremities (La thérapeutique sympa- 
thique dans le traitement des gelures des mains et 
des pieds). G. ARNuLF, H. BoqueEt, and DE Tayrac. 
Rev. chir., Par., 1949, 68: 152. 


The authors report their experience with more 
than 3,000 cases of frozen extremities treated in a 
French Evacuation Hospital during the Second 
World War. The simple frostbites, involving mostly 
the toes, usually healed without loss of tissue within 
3 weeks. The severe frostbites developed into gan- 
grene about the seventh day and showed arterial as 
well as venous thrombosis in the entire frozen area. 
Vasodilatation followed vasoconstriction in all simple 
cases, but in the severe cases vasodilatation was 
present only proximal to the frozen region. Both 
types were associated with severe pain. 

Infections were prevented by the application of 
mercurochrome and the administration of penicillin 
or sulfonamides. Sympathetic lumbar blocks gave in- 
constant results. Repeated intra-arterial novocain 
injections stopped the pain immediately and pro- 
duced a local increase in temperature. This proce- 
dure saved many extremities from gangrene and 
amputation. Lumbar sympathectomies, unilateral 
or bilateral, but never simultaneous, gave good re- 
sults in the more severe cases when the other proce- 
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dures had failed. They should be done before ir- 
reversible changes take place, that is, before the 
seventh day. After the seventh day the severely 
frozen tissues could not be saved by sympathetic 
procedures; however, pain and healing could be im- 
proved. GEORGE Perret, M.D. 


The Treatment of Cerebral Emboli and Thromboses 
by Sympathetic Surgery (La chirurgie sympa- 
thique dans le traitement des embolies et thromboses 
cérébrales). A. DE Sousa PErErrA. Lyon chir., 1949, 
44: 271. 

The author reports new evidence of the influence 
of sympathetic surgery on the cerebral circulation. 
He ligated both of the internal carotid arteries in 
a series of dogs. Following unilateral resection of 
the inferior cervical and the stellate ganglia and peri- 
arterial vertebral sympathectomy, arteriographic 
studies demonstrated an increased ipsilateral cere- 
bral circulation from 14 to 24 hours after operation. 
Unilateral resection of the inferior and superior 
cervical ganglia also improved the ipsilateral cere- 
bral circulation. Applying his observations to 2 pa- 
tients who had arteriographic evidence of thrombo- 
sis of one internal carotid artery, the author per- 
formed a superior and inferior cervical sympathec- 
tomy and bilateral periarterial sympathectomies of 
the internal carotid and vertebral arteries. Post- 
operative arteriograms revealed increased circulation 
of the cerebral blood in both patients, and both show- 
ed clinical improvement. GEorRGE Perret, M.D. 


Stellate Blocks, Sympathectomies, and Arteriecto- 
mies for Emboli and Thromboses of the Cere- 
bral Arteries and Carotid Injuries (Infiltrations 
stellaires, sympathectomies et artériectomies dans 
les embolies et thromboses des artéres cérébrales et 
aprés les blessures carotidiennes). R. LERICcHE. Lyon 
chir., 1949, 44: 257. 

The author reviews previous articles, written be- 
tween 1920 and 1943, in which he found that patients 
with cerebral thromboses and emboli could be helped 
by stellate blocks, ganglionectomies, resection of the 
common carotid artery, and periarterial carotid 
sympathectomies. GEORGE PERRET, M.D. 


Functional Disturbances of Cerebral Origin; Their 
Treatment by Blocks of the Superior Cervical 
Sympathetic Ganglion (Arréts fonctionnels d’ori- 
gine cérébrale; leur thérapeutique par les infiltrations 
du ganglion sympathique cervical supérieur). P. 
StRIcKER. Lyon chir., 1949, 44: 264. 


The author reports the case of a 46 year old patient 
who suffered paralysis of the left upper extremity 
following a depressed skull fracture. Twenty-two 
months after the injury there was no effect from 
sympathetic block of the left and right stellate gan- 
glia and of the upper thoracic ganglion. However, 
repeated blocks of the right superior cervical gan- 
glion produced a warming up of the right side of the 
face and of the left hand and was accompanied by 
an increase in motion of the left hand and fingers. 


The author reports other cases of hemiplegia and 
aphasia which showed marked functional improve- 
ment after block of the superior cervical sympathetic 
ganglion on the side of the cerebral lesion. He also 
noticed in all of his cases an objective increase in 
temperature in both contralateral extremities follow- 
ing superior cervical ganglion block. 

GEORGE PERRET, M.D. 


Lumbodorsal Sympathectomy in Severe Hyperten- 
sion. J.C. HaRtanp and F. p’ABreEv. Brit. M.J., 
1949, 32: 1019. 

Twenty-four cases of lumbodorsal sympathectomy 
for the treatment of hypertension are reviewed. Al- 
though the patients had been thoroughly investi- 
gated before operation, the selection of cases did not 
include any special group related to the cause of 
the hypertension. From a study of 19 hypertensive 
patients, the authors gained the impression that 
many were suffering from chronic renal disease rather 
than essential hypertension. All of these patients 
had symptoms, the most common of which was 
headache. 

The operation is not advised for early and mild 
cases of hypertension, but should be reserved for 
severe and rapidly progressive cases with severe 
symptoms. In addition, the following criteria are 
included: the patient should be less than 50 years of 
age, the renal function should be good, there should 
be no evidence of coronary or cerebral artery dis- 
ease, and there should be no severe heart disease or 
heart failure. 

In conclusion, the authors state that the operation 
causes striking symptomatic relief, with a notable 
gain in weight. The chances of permanently lower- 
ing the blood pressure are slight, but retinopathy 
may improve considerably, and in primary malig- 
nant hypertension the malignant phase may dis- 
appear. Joun L. BELt, M.D. 


An Evaluation of the Treatment of Essential Hyper- 
tension by Sympathectomy. Rawtry M. PE- 
NICK, JR. Ann. Surg., 1949, 129: 850. 


The author presents the data obtained in a follow- 
up of 105 patients with essential hypertension who 
were treated by bilateral thoracolumbar sympathec- 
tomy and splanchnicectomy prior to October, 1947. 
The operations consisted of removal of the sympa- 
thetic chain and splanchnics from the seventh dorsal 
to the third lumbar ganglia. The youngest patient 
was 21 years of age, and only 3 patients were over 
50 years. Heart failure and a urea clearance of less 
than 50 per cent were considered to be definite con- 
traindications to operation. 

The cases were classified into 3 groups. Group 1 
consisted of young patients with variable hyper- 
tension and minimal organic changes in cardiac and 
renal status. All patients had other symptoms ac- 
companying their hypertension. Group 2 included 
older individuals with progressive hypertension, def- 
inite cardiovascular disease, often some impairment 
of renal function, and moderate to severe retinal 
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changes and symptoms. Group 3 consisted of pa- 
tients with a fixed diastolic pressure above 140 milli- 
meters of mercury, cardiovascular disease, reduced 
renal function, and severe retinal changes. 

Follow-up studies 1 year after operation showed 
that 80 per cent of the patients had obtained relief 
of symptoms, although reduction of blood pressure, 
improvement of cardiac status, and improvement in 
retinal changes were not so prominent. In the entire 
series there were 4 postoperative deaths. 

All patients in group 1 obtained satisfactory 
symptomatic relief following operation, but at the 
end of 1 year, only 2 patients had blood pressures 
that could be considered normal. 

Forty per cent of the 40 patients in group 2 ob- 
tained a good blood pressure response at the end 
of the first year, 30 per cent showed definite improve- 
ment in retinal changes, and 35 per cent had an im- 
proved cardiac status. 

Seventy-eight per cent of the patients in group 3 
were alive at the end of the first year, but this figure 
was reduced to 23 per cent at the end of 3 years. 
The percentage of patients with favorable blood 
pressure response and improvement in retinal 
changes and cardiac status was less than in the other 
groups. No improvement in renal function, as de- 
termined by improved urea clearance and water 
concentration, was evident in this series. 

A more exact and uniform classification of hyper- 
tension is urged by the author to enable a better se- 
lection of patients for operation as well as to allow a 
better interpretation of the postoperative results. 

Joun L. Bett, M.D. 


MISCELLANEOUS 
The Surgical Treatment of Hypertensive Vascular 
Disease. Bronson S. Ray. Med. Clin. N. America, 
1949, 33: 735. 
Based: on the author’s own personally treated 
series of 300 patients with hypertension, who were 
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subjected to thoracolumbar sympathectomy and 
followed up from 1 to 6 years thereafter, this article 
indicates that so far as our yet inadequate under- 
standing of hypertension indicates, the results ofe 
surgery for this condition are increasingly promising. 
This is true even though many of the reports are on 
groups of patients operated upon by various methods 
and studied variously and for various lengths of time 
both before and after operation. 

The operative procedure consists of an incision to 
allow the resection of the last two ribs, following 
which the greater splanchnic nerve from the seventh 
segment, and the chain from the eighth thoracic seg- 
ment are removed down to the third lumbar gan- 
glion. This incision through the reflected pleura and 
diaphragm allows good inspection of the kidneys, 
adrenals, and their blood vessels. 

The author points out that while it is desirable to 
have the pressure lowered, nevertheless, cerebral 
vascular disease has advanced in some patients in 
spite of the lowered pressure, whereas in others it 
has retrogressed although the blood pressure has not 
been significantly altered. 

The patients are almost invariably more com- 
fortable, have fewer headaches and improved eye 
grounds. Actual changes of improvement in both 
the heart and aorta were noted, and there was often 
a good effect on the renal function as well. There is 
every reason to believe that in many instances among 
his patients this disease would have been steadily 
progressive without the benefit of some such radical 
treatment. 

Nine patients died as a result of surgery. Of the 
surviving 291, 11.7 per cent have subsequently died; 
28.9 per cent have practically normal blood pressure; 
an additional 31.6 per cent had a significant lowering 
of the pressure and have been classified as having 
“a good result”; 17.8 per cent had only moderate 
lowering of the blood pressure; and ro per cent are 
still living but with no improvement with regard to 
their blood pressure. Joun Martin, M.D. 
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CHEST WALL AND BREAST 


Tuberculosis of the Breast (Tuberculosis de la mama). 
NorMANDO ARENAS, OscAR BLANCHARD, and PEDRO 
L. M. Pasi. An. brasil. gin., 1949, 14: 197. 


The patient concerned in the case reported by 
these authors presented herself with a mass in the 
left breast which lay under a surgical scar in which 
a draining sinus was present. The scar was the re- 
sult of excision of a tuberculous mass 2 years before. 

Streptomycin (10 gm. in 10 days) was given. As 
there was no improvement in the lesion, the entire 
area was excised. 

Although the pus from the sinus was negative for 
tubercle bacilli, the resected specimen showed a 
histologic picture characteristic of tuberculosis. 

A general review of the subject of tuberculosis of 
the breast (based upon the available literature) pre- 
cedes the case report and includes a consideration of 
such factors as incidence, modes of infection, patho- 
logic changes, clinical types, symptomatology, diag- 
nosis, prognosis, and treatment. 

Hiram T. Lancston, M.D. 


On the Occurrence of Herpes Zoster in Carcinoma 
of the Breast. Eucene P. PENDERGRASS and 
Davip Kirsp. Am. J. M. Sc., 1949, 217: 674. 


In a survey of 406 cases of carcinoma of the breast, 
the authors report the occurrence of 16 cases of 
herpes zoster. This high incidence may be of sig- 


nificance although it is, of course, impossible to con- 
trol such a study. No etiological relationship is im- 
plied other than debility from carcinoma as a predis- 
posing agent for herpes zoster. The authors suggest 
that all patients with herpes zoster should be sub- 
jected to a careful clinical study for possible neo- 


plastic diseases. Joun H. Kay, M.D. 

The Value of Castration and Sexual Hormonal Ther- 
apy in Advanced Cases of Carcinoma of the 
Breast (Valeur de la castration et l’hormonothérapie 
sexuelle dans les formes avancées des cancers du sein). 
Marcet DARGENT, JEAN PapILton, and PAuL 
Gutnet. Presse med., 1949, No. 20: 260. 


Of experimental factors shown to be influential 
in breast carcinogenesis (milk, heredity, and hor- 
mones), the hormonal factor appears most impor- 
tant. The authors present their clinical results with 
castration, estrogen, and androgen therapy in ad- 
vanced mammary carcinoma. 

Among to females castrated surgically, 2 showed 
spectacular results with alleviation of pain from 
vertebral metastases and disappearance of carci- 
noma nodules, and a maximum beneficial effect for 
a period of 37/3 months; in 4 there was temporary 
alleviation, and in 4 no improvement was obtained. 

Of 28 roentgenologic castrations, 15 per cent 
showed apparent amelioration lasting from 2 to 10 


months (weight gain, pain moderation, and decrease 
in size of primary lesions). 

Twenty-four patients were given perandrone 
either by injection or pellet implantation, 20 having 
had x-ray therapy previously. The general effect 
was excellent in 17 of these, with weight gain and 
general increase in well being. Four of 10 patients 
with osseous metastases were improved; in 10 pa- 
tients with ulcerating lesions there was no local 
effect; in 2 patients, therapy was discontinued be- 
cause of exacerbation of their pain; 3 patients with 
pulmonary metastases were uninfluenced; 6 of the 
24 showed marked signs of virilism and 5 showed an 
increased libido which constituted a major problem 
in management. 

Twenty-six women, of whom 20 were past 60 
years of age, were given daily doses of distilbene 
(30 to 40 mgm.) unless intolerance developed, in 
which case dihydrodiethylstilbesterol was substi- 
tuted. Ten of this group had received irradiation 
previously. The general effects were good, but not 
as spectacular as with the androgens. Valuable 
results were noted in several of the severely ulcer- 
ated and extensive lesions with benefits for a year. 
In 3 of 6 patients with chronic lymphedema of the 
arm the condition subsided. Radiologic regression 
was observed in 2 patients with pulmonary metas- 
tases. One of 2 cases of hepatic metastases subsided 
while the other evolved rapidly. 

The authors conclude that hormone therapy has 
limited indications, androgens being advised in 
large doses before the menopause, while estrogens 
are recommended in ulcerated or pustular lesions, 
and in patients past 60 years of age. Sufficient ob- 
servations have not been made to conclude definitely 
regarding the final effect of these agents in breast 
carcinoma. C. FREDERICK KITTLeE, M.D. 


TRACHEA, LUNGS, AND PLEURA 


The Present Status of the Surgical Treatment of 
Pulmonary Tuberculosis (Zum gegenwaertigen 
Stand der Behandlung der Lungentuberkulose). 
Paut Georc Scumipt. Chirurg, 1949, 20: 97. 


Conditions in Germany during and after the war 
are responsible for a tremendous increase of tuber- 
culosis. Estimates made in various parts of the 
country range from the twofold to the sixfold of 
prewar morbidity. The clinical picture also has 
changed considerably. Inflammatory exudative 
forms of the disease and caseous pneumonia are ob- 
served much more frequently, and galloping con- 
sumption with high fever is not unusual. Further- 
more, extrapulmonary, especially intestinal, tuber- 
culosis is encountered much more frequently. In 
all of these forms, surgery is contraindicated. 

Pneumothorax still is the safest and most effective 
method of treatment, especially in cases in which 
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cavities are present. Only when pneumothorax is 
not practicable for some reason are surgical pro- 
cedures indicated. These include phrenicoexeresis, 
pneumolysis, oleotherapy, and thoracoplasty. 

Phrenicoexeresis has two great disadvantages: (1) 
its irreversibility, and (2) the fact that up to 40 per 
cent of the respiratory surface may be lost because of 
the paralysis of the diaphragm. Crushing, freezing, 
or injection of alcohol in the nerve are preferable to 
exeresis as it was used originally. At the present 
time, exeresis is indicated only in tuberculosis of the 
lower lobe with cavities, and as an auxiliary opera- 
tion if pneumothorax was not successful in bringing 
about collapse of a cavity in the superior lobe. The 
effect of paresis of the diaphragm can be intensified 
by a pneumoperitoneum. 

Pneumolysis and thoracoplasty are indicated when 
pneumothorax is contraindicated either because the 
tuberculous process has spread to the pleura, or 
because the pleura is obliterated by fibrosis. The 
author has performed 400 pneumolyses and discusses 
in detail the indications, technique, and complica- 
tions of the operation. After resection of the para- 
vertebral portion of the fourth or fifth rib, great 
care must be exercised to locate the endothoracic 
fascia along which the lung is separated from the 
thoracic wall. This may be done by hand or with 
—* necessary, under guidance of a pencil 
amp. 

The most frequent complication is capillary hem- 
orrhage, which occurred in 11 per cent of the pa- 
tients during the first 2 postoperative days. The 
author observes that the tendency to hemorrhage in 
tuberculosis generally has increased in Germany 
during the last few years. This tendency to bleed is 
believed to be due to hypoproteinemia in under- 
nourished patients. Only 4 per cent of the author’s 
patients had a large hematoma, which led to dis- 
placement and depression of the floor of the pneu- 
molysis, and only 1 fatality occurred from late hem- 
orrhage in 400 operations. The blood from the hem- 
orrhage coagulates between the third and fifth day 
and becomes liquid again after the tenth day. It is 
a moot question whether the blood should be as- 
pirated after the tenth day. On the one hand, the 
extrapleural hematoma serves as a kind of pad that 
helps to collapse the cavities; on the other, the dan- 
ger of secondary infection is considerable. The 
author prefers to aspirate about 10 days after pneu- 
molysis. 

No satisfactory method of preventing or stopping 
this capillary hemorrhage is known. Filling the 
extrapleural cavity with oil immediately after pneu- 
molysis causes contralateral oil-pleurisy in 10 per 
cent of cases as the oil may seep through tissue gaps 
in the mediastinum to the other side. 

Other complications include secondary infections 
(6%) and spreading of the tuberculous process to the 
wall of the pneumolysis (5 to 7%). These complica- 
tions may occur 2 to 3 months after pneumolysis. 

The most serious complication is the development 
of an internal fistula, which occurred in 7 of the 400 
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patients.. The mortality among patients with this 
complication is as high as 66 per cent. If the con- 
dition of the patient permits, immediate thoraco- 
plasty should be done in these cases. 

Pneumolysis has the advantage over thoraco- 
plasty of being less of a burden on the heart and circu- 
lation. It is contraindicated in cavities close to the 
thoracic wall; otherwise the same contraindications 
prevail as for pneumothorax (nephropathies, de- 
compensated heart, severe diabetes, etc). The extra- 
pleural pneumothorax should be maintained for 3 
to 5 years. If this is not possible, the cavity should 
be filled with oil (extrapleural oleothorax). The suc- 
cesses of pneumolysis are very encouraging; in 73 
per cent of the author’s patients the condition be- 
came negative, and 62 per cent were able to return 
to work. 

The principles and technique of thoracoplasty in 
Germany are about the same as those practiced in 
America, so no detailed report seems necessary. 
Three standard operations are in use: (1) in isolated 
affections of the apex, resection of the first to third, 
or first to fifth ribs in one or two stages; (2) resection 
of the first to the seventh or eighth ribs in two stages, 
first in front, then in back; (3) in involvement of the 
entire lung, the first 10 ribs are resected in two or 
three stages. 

Several variations of these standard operations 
have been developed. To avoid the persistence of 
cavities which may occur after simple thoracoplasty, 
Semb suggested the performance of a plastic apicoly- 
sis. The first two ribs are removed completely, and 
those following are resected in decreasing length. 
The scalenus and anterior serratus muscles are cut 
at the periosteum, the intercostal muscles and the 
periosteum of the ribs are severed paravertebrally. 

Another method, a combination of pneumolysis 
and thoracoplasty, was suggested by Maurer. In the 
first stage, the sixth to third intercostal nerves and 
the fourth and third ribs are resected, and the 
periosteum swabbed with a 1o per cent alcoholic 
formalin solution to prevent regeneration. In the 
second stage, the first two ribs are resected and also 
swabbed with formalin, then pneumolysis is done 
from the fifth rib downward, and the scapula is sunk 
into the pneumolysis pocket. 

The author has performed 312 thoracoplasties. 
The postoperative mortality was 4.5 per cent; in 
60.8 per cent of the patients the condition became 
negative, and 51 per cent were able to return to 
work. WERNER M. Sotmitz, M.D. 


Physiologic Observations Concerning Decortication 
of the Lung. GrorcE W. Wricat, LESTER B. YEE, 
Gites F. Fittey and ALLAN STRANAHAN. J. Thorac. 
Surg., 1949, 18: 372. 

The authors present 3 cases as follows: (1) chronic 
traumatic hemothorax, (2) chronic tuberculous em- 
pyema, pneumothorax, and unexpandable lung, and 
(3) spontaneous hemopneumothorax. The maxi- 
mum breathing capacity, pulmonary volume, venti- 
lation efficiency, and bronchospirometry findings 
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were recorded both before and after operation in 
these cases. 

Pulmonary compression by either air or liquid, 
plus immobilization by a relatively nonelastic mem- 
brane seriously cripples the respiratory apparatus. 
Collapse procedures for the contralateral lung are 
limited by this compression. Surgical evacuation of 
the plombage restores normal pulmonary and circu- 
latory function in a large number of cases; however 
(as noted in the second and third cases presented), 
this does not always follow. It is possible for decorti- 
cation to eventuate in an abnormal relationship be- 
tween circulation and ventilation in the re-expanded 
lung. The ultimate function depends upon the ex- 
tent and nature of the histologic alteration that de- 
velops in the collapsed lung, and these alterations are 
due to the type of disease process, the development 
of chronic empyema, and length of time of the col- 
lapse. In none of the authors’ 3 cases was the parie- 
tal membrane removed. Re-expansion is of no avail 
if ventilation and circulation are not improved at 
the same time. Rosert E. Fiorer, M.D. 


Decortication of the Unexpanded TuberculousLung 
Following Pneumothorax. JosepH A. WEINBERG 
and J. Dwicut Davis. J. Thorac. Surg., 1949, 18: 
363. 

The greatest concern in decortication of the lung 
is that the tuberculous disease will be activated. In 
none of the authors’ cases did this occur. The fact 
that there was no activation of the disease is attrib- 
uted to the use of streptomycin (1 gm. daily) for not 
less than 5 days preceding surgery and for 10 days 
following operation. 


Decortication of the lung allows re-expansion and 
if selective collapse is desired it can be accomplished 
more satisfactorily after the lung is dissected free. 

The authors use an intercostal incision and do not 


remove or divide ribs. In the patients upon whom 
they have operated, they have been able to remove 
all, or almost all, of the membrane. At the junction 
of the parietal and visceral membrane, a plane of 
separation is observed at the thickened ring. Their 
reasons for removing the parietal membrane are that 
it increases excursions to the thoracic wall and dia- 
phragm, a source of toxic absorption is removed, and 
it is believed that sinus formation of the thoracic wall 
may follow incomplete removal. 

Repair of all tears of the lung is done by the 
authors; small tears are sutured with cotton, and 
larger tears are sealed by suturing pieces of fibrin 
foam over the openings. 

The authors had previously reported 5 cases, and 
in the present article 2 additional cases are presented. 

ROBERT E. Fiorer, M.D. 


Tuberculosis of the Lung. Total Lobectomy a, 
kulom der Lunge. Totale Lobektomie). G. E 
KonjEtzny. Chirurg, 1949, 4: 151. 


Slightly more than half of this article is concerned 
with the case presentation of a lobectomy done on a 
50 year old man. The patient was a known diabetic 


who had had bronchitis and questionable bronchiec- 
tasis for 20 years. The preoperative diagnosis of the 
apical lesion was carcinoma. Postoperatively, the 
removed lobe showed the presence of an almost 
solidly caseated and fibrotic mass occupying the 
upper third of the upper right lobe. Section and 
examination established this mass to be a tubercu- 
loma with a pseudocapsule. The patient recovered 
entirely. 

A very brief paragraph concerning the differential 
diagnosis of tuberculosis concludes the presentation. 

J. C. MacMittan, M.D. 


Apropos of Several Cases of Pulmonary Actinomy- 
cosis (A propos de quelques cas d’actinomycose pul- 
monaire). JACQUES DELARUE and P. Houparp. J. 
frang. méd. chir. thorac., 1949, 3: 211. 


The first report on pulmonary actinomycosis was 
written by Antonin Poncet in 1890. This condition 
has been thought to be rather rare in France, but the 
authors believe that perhaps it is not quite so rare as 
supposed. They indicate that it is seen about 0.5 
times per thousand. They also indicate that the 
mortality is above 85 per cent. 

In this article the authors present 5 cases of pul- 
monary disease and attempt to characterize the 
course of the disease. Several photomicrographs and 
roentgenograms are presented. The first 2 patients 
had generalized actinomycosis of all the viscera as 
well as of the lungs and died very soon after a few 
days of hospitalization. The observations in the 
third case were somewhat incomplete (due to war 
exigencies). The last 2 patients had purely clinical 
conditions without anatomopathologic confirmation 
of the disease. 

The authors present a fair pathologic description 
of the interstitial fibrosis and concomitant ectasia of 
the lung lesions characteristic of actinomycosis and 
several other chronic conditions. They emphasize 
the fact that the mediastinum is also involved in the 
disease process, for which condition the term “medi- 
astinopneumonitis” is coined. 

Finally in regard to treatment, the authors indi- 
cate some success with the use of sulfonamides and 
penicillin combined, rather than with any surgical 
methods. JANE C. MacMutany, M.D. 


Apical Bronchiectases (Les bronchiectasies apicales). 
P. Pruvost, TEYSSsIER, BRINCOURT, and GossET. J. 
frang. méd. chir. thorac., 1949, 3: 101. 


The authors divide their cases of bronchiectases 
into two groups: (1) spontaneous apical bronchiec- 
tases of apparently primary origin, of which they 
describe 4 cases, including pseudocystic bronchi- 
ectases in a syphilitic patient, bronchiectases with re- 
curring hemoptysis without marked opacity of the 
vicinity, bilateral and numerous bronchiectases 
rather well visible in opaque and retracted apices, 
and bronchiectases hidden in opaque apices becom- 
ing visible only with tomography and the injection 
of lipiodol; and (2) apical bronchiectases secondary 
to an old, cured tuberculosis, of which they describe 
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1 example presenting pigeon nest lesions in a healed 
tuberculous focus. 

Apical bronchiectases occupy an important place 
among the false cases of tuberculosis. Their site, the 
relative frequency of hemoptysis, the cavernous 
lesion, and the absence of purulent and abundant 
expectoration suggest tuberculosis; in fact, most pa- 
tients with apical bronchiectasis have at first been 
thought to have tuberculosis. To avoid diagnostic 
errors it is necessary to use lipiodol to explore the 
apex, and it must be remembered that from the 
clinical point of view the lesions are torpid and ac- 
companied by signs of sclerosis which must not be 
mistaken for a stabilized or fibrous tuberculosis. The 
latter must consequently be excluded by the usual 
means and it is only after repeated negative answers 


that bronchiectasis should be suspected and the 


lipiodol exploration performed. 


The morphology of the apical bronchiectases is* 


often a warning signal. In most cases the authors 
have observed the presence of rather numerous 
grouped cavities revealed by roentgen and tomo- 
graphic examinations. Most often these cavities are 
rounded and pseudocystic. The aspect of the morbid 
area may be rather variable and depends on the de- 
gree of damage or sclerosis of the parenchyma. The 
lipiodol images are also very variable, the contrast 
substance filling all cavities in some cases and only a 
few in others. What must be remembered is the con- 
trast between the repeated negative results of the 
search for tubercle bacilli and the numerous cavities 
grouped together. It is here that tomography is very 
suggestive. 

In some cases which have been followed up the 
bronchiectases appear to be grafted on a healed 
tuberculosis; these are secondary and acquired. 
Elimination of the idea of residual or epithelialized 
caverns is suggested by the facts that they had dis- 
appeared on the films and that the site of the 
ectasies was not always the same as that of the 
caverns, and. especially that the ectasies were more 
numerous than the caverns. Before the considera- 
tion of other etiologies, bronchoscopy should be per- 
formed to find out whether there is not a stenosis, 
even an incomplete one, and traumatisms of the 
thorax should not be overlooked. If there is no proof 
of previous tuberculosis, it is well to think of syphilis, 
whooping cough, and congenital lesions. 

From the practical point of view, the apical 
bronchiectases do not require any special treatment 
since they hardly ever suppurate. From the social 
point of view, the patients have apical lesions and are 
suspected of tuberculosis or of possible flaring up of 
tuberculosis. If they are surrounded by children, 
there is fear of incomplete healing of the disease with 
risk of contamination for the family, no matter how 
small this risk may be. Undoubtedly, the repeated 
negative results of the search for tubercle bacilli 
offer a relative guarantee of safety, and this guaran- 
tee seems to be reinforced by the presence of bronchi- 
ectases since they occur most often on cured and 
fibrous lesions in cases of tuberculosis. To make 
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doubly sure, it is advisable to ask for a guinea pig 
inoculation rather than a culture, and this examina- 
tion should be repeated. RicHArD KEMEL, M.D. 


Bronchogenic Carcinoma (Cancer des bronches). 
Hitton. J. fr. méd. chir. thorac., 1949, 3: 32. 


The author stresses the utility of irradiation 
therapy in certain instances of bronchogenic carci- 
noma. He believes that only 16 per cent of all cases 
are operable. His results are based on experiences 
with 350 patients who were treated during the 
period between 1940 and 1946. Squamous cell and 
anaplastic cell carcinomas were the most common 
pathologic types observed in this series. In 147 pa- 
tients the condition was too far advanced for ir- 
radiation. Of the 203 remaining, 89 patients re- 
ceived a complete course and 114 received palliative 
treatment. In 10 cases a pneumonectomy was per- 
formed, followed by x-ray therapy. Severe pain, 
fever, suppurating lesions, and emaciation are con- 
traindications for large doses of irradiation; only 
palliative amounts may be given. Before irradiation, 
sepsis should be reduced by the inhalation and/or 
injection of penicillin and, occasionally, sulfona- 
mides. When pleural effusions are present, large 
doses of radiation are impossible because of the dis- 
persion of the rays; repeated thoracenteses are ad- 
vised when fluid exists. A second course of treat- 
ment is not advised until the maximum effect of the 
first has occurred, usually after a period of several 
months. 

The author did not use radium in these cases. He 
advocates between 4,000 and 5,000 roentgen units for 
the small undifferentiated cell type tumors, and be- 
tween 5,000 and 5,500 units for the epidermoid and 
adenocarcinoma types of tumor. He uses 300 units 
in two 6 by 8 cm. portals each, and continues treat- 
ment over a period of 6 to 7 weeks. Of 147 patients 
who did not receive irradiation, the average duration 
of life was 10 weeks. For those given palliative 
treatment the duration of life was 5 months. Of 9 
patients who had a pneumonectomy followed by x- 
ray therapy, the average duration was 14 months. 
In another group of 10 patients whose lesions were 
judged inoperable, but who had received extensive 
irradiation, the average length of life of those still 
living was 39 months, while the average length of 
life of those who died was 15 months. The author 
cites examples of patients who had bronchogenic 
carcinoma with metastases who were able to resume 
work after irradiation. He states that in many cases 
of bronchogenic carcinoma it is possible to prolong 
life by irradiation even when such lesions have been 
decided inoperable. C. Freperick Kittie, M.D. 


Pneumonectomy and the Anatomicopathological 
Changes in the Animal Organism (La pneumo- 
nectomia e i suoi riflessi anatomo-patologici nell’ or- 
ganismo animale). Exio PAsquaLt and VINCENzO 
Ricci. Gior. ital. chir., 1949, 5: 167. 


In order to study the anatomical and histological 
changes caused by pneumonectomy in the animal 
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organism, the authors subjected 10 dogs to such an 
operation, using the technique of Vecchi and Blondi 
which was evaluated by them as being simple and 
rapid. Three of the dogs succumbed to the surgical 
procedure. The 7 dogs that lived were divided into 
two groups of 3 and 4, respectively. The first group 
was kept at rest in well aérated and clean compart- 
ments, while the second was subjected to activity to 
the point of tiresomeness, by having them race 1 
hour daily and by leaving them free in the courtyard. 
The animals were sacrificed not later than 6 months 
after the surgical procedure, and histopathological 
studies were made. It was found that: 

1. Pneumonectomy was well borne by the animals. 

2. After the first few days following the surgery 
the remaining lung revealed a hyperexpansion, 
which was partly passive because of the tendency of 
the mediastinum to shift toward the empty pleural 
cavity, and partly active because of the functional 
readjustment required by the changed conditions. 
During this period distention and tear of the inter- 
alveolar septa, approaching the histological picture 
of emphysema, took place at the periphery and base 
of the lungs. In the course of time, however, the 
elastic and reticular structures became more sturdy, 
and permitted greater dilatation of the alveoli with 
a more extensive area for the exchange of gases. This 
increase in size of the remaining lung was due to 
overdistention of the pre-existent alveoli, so it must 
be considered a functional hypertrophy and not an 
emphysematous dystrophy. 

The remaining lung adapted itself to the changed 
conditions whether the animals were kept at rest or 
were subjected to activity, the macroscopical and 
microscopical pictures of the lung parenchyma being 
the same in both cases. 

3. Concomitant with the first two findings were 
hypertrophy and dilatation of the right side of the 
heart, which was due to increased resistance in the 
pulmonary circuit. Stasis of the inferior vena cava 
was also noted. Josepu M. A. Pape, M.D. 


HEART AND PERICARDIUM 


Technique of Angiocardiography. Material and 
Methods (Technique de l’angiocardiographie. Le 
matériel et les méthodes). P. THoveEr-Rozar, 
Maurice Duranp, P. Y. Hart, and J. Prtquet. 
Sem. hip. Paris, 1949, 42: 1796. 


The principle of angiocardiography is simple and 
consists in introducing a high concentration of 
opaque substance into the right auricle and then 
making exposures in rapid succession. The contrast 
medium must be very opaque to roentgen rays, very 
soluble in water, well supported by the endothelium, 
harmless to the organism, and completely eliminable. 
Most authors use the aqueous solution of 3-5- 
diiodo-4-pyridon-N-acetic acid diethanolamine mar- 
keted under the names of ‘‘diiododrast,” “diodone,”’ 
“pyelosyl,” and “‘perabrodil.” The product contains 
49.8 per cent of iodine, and is used in 35 per cent 
solution for nurslings and 70 per cent for adults. 


Neo-iopax and pyelectan, both in 50 per cent solu- 
tion, are used in children. 

The quantity of opaque substance needed depends 
on the age of the patient, the thickness of his chest, 
and the volume of his heart. The right cardiac 
chambers and the pulmonary artery are usually well 
injected with from 4o to 60 c.c.; this volume is in- 
creased by from 10 to 20 ¢.c. to obtain good images 
of the left chambers and thoracic aorta. The in- 
jection must be made very rapidly, in an average 
between 1 and 1.5 seconds. 

Two injection techniques are used: (1) by intra- 
cardiac sound introduced into a vein of the elbow 
and pushed up to the right ventricle, or into the ex- 
posed external jugular vein and pushed down into 
the right auricle; and (2) by intravenous injection of 
any suitable peripheral vein. Each method has 
advantages and inconveniences. 

The authors perform the injection under a pres- 
sure of 3 kgm. in about 1.5 seconds for 50 c.c. They 
try to push the tail of the opaque embolus as far as 
possible into the vein by pouring into the appa- 
ratus, on top of the opaque substance, from 10 to 20 
c.c. of blood, which are injected simultaneously with 
the latter. 

The authors now use a Siemens apparatus with a 
Macklet turning anticathode of 10 kilowatts. The 
roentgen constants for adults are: 80-92 kv., 250-300 
ma., and 1/10 second exposure. Oblique and trans- 
verse takes require 5 kv. more than frontal positions. 
For a good image the dorsal spine must be clearly 
visible. For children, from 70 to 80 kv. are used, the 
number depending on the age. Ordinary 30 by 40 
films serve the purpose, but their development must 
be pushed a little more than for the usual pulmonary 
image. 

There are numerous apparatuses on the market, 
some vertical and others horizontal. The authors use 
a horizontal type which allows the taking of seven 
films at a minimal interval of 1 second. 

The problem of roentgen cinematography is now 
being studied; when perfected, it will permit catch- 
ing the image of the opaque embolus at every mo- 
ment of its course from the onset of injection to its 
escape to the peripheral arteries. 

RicHARD KEMEL, M.D. 


The Technique of Angiocardiography. The Patient 
(Technique de l’angiocardiographie. Le malade). M. 
Movoautn, M. Duranp, P. Y. Hart, and J. PréqueEt. 
Sem. hép. Paris, 1949, 42: 1801. 


Although angiocardiography is well tolerated, two 
factors may cause trouble: the quality of the injected 
product and the injection itself. A questionnaire sent 
by Pendergrass and his coworkers to several hun- 
dreds of American urologists and roentgenologists, 
and involving a material of 661,800 intravenous 
urographies with diodrast shows 26 fatal cases, or 
less than 1 per 25,000. The accidents seemed to be of 
two different types: (1) delayed death (weeks or 
months later) with the picture of progressive azote- 
mic nephritis in subjects who had previous renal in- 
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volvement; and (2) immediate death (within min- 
utes or hours) with a picture of shock and the ap- 
pearance of an anaphylactic accident, apparently 
due to an individual sensitivity or sensitization to 
the opaque substance. 

In angiocardiography the quantities of contrast 
medium used are much larger than in intravenous 
urography. The reactions observed are usually of the 
banal pharmacodynamic type and disappear within 
a few minutes; they consist of a feeling of warmth 
and a slight fall in the arterial pressure; rarely one of 
these reactions is intensified and dominates the 
scene. The authors have twice seen an immediate 
generalized urticaria which regressed in a few min- 
utes. More serious incidents are rare: phlebitis of 
the humeral vein, always without embolism, and 
with recanalization in most patients a few months 
later. 

The influence of the injection itself seems to be 
negligible under the actual conditions of the exami- 
nation. However, there is danger of an attack of pul- 
monary edema in patients with a mitral lesion or a 
chronic “pulmonary heart” when the ratlier consid- 
erable amount of injection fluid is suddenly thrown 
into the circulation. 

To avoid accidents the patients are hospitalized 48 
hours before exploration and subjected to a complete 
examination, including a study of the renal function 
and of individual sensitivity to the opaque medium 
by several of the buccal, ocular, intradermic, and 
intravenous tests. The sole presence of pruritus is 
sufficient to eliminate a subject. These tests are 
advantageously complemented by questioning the 
patient with regard to antecedents of a general 
allergic nature. The preliminary examination is com- 
pleted by a routine cardiologic study. 

The absolute contraindications are: any degree of 
renal insufficiency, sensitivity to the contrast sub- 
stance, actual mercurial treatment, global cardiac 
insufficiency, important pulmonary hypertension 
due to tight mitral stenosis or chronic “pulmonary 
heart”’ in its last stages, and menstruation. The rela- 
tive contraindications are: the causes of pulmonary 
arterial hypertension considered in connection with 
the importance of the hypertension, beginning car- 
diac insufficiency, and arterial hypotension if the 
exploration cannot be preceded by the injection of 
vascular tonics. 

The patient must be in fasting condition to avoid 
vomiting. General anesthesia is advantageous in 
young children but useless in adults in whom a 
simple preparation with gardenal (0.10 gm. on the 
night before and 0.20 gm. on the morning of the 
intervention) is sufficient. RicHARD Kemet, M.D. 


Diagnosis and Surgical Treatment of Patient Duc- 
tus Arteriosus. WIttis J. Potts, STANLEY GIBSON, 
SmwnEy SMITH, and Wit1iaM L. RIKER. Arch. Surg., 
1949, 58: 612. 

The authors summarized their experiences with 
patent ductus arteriosus surgery. They emphasize 
the single important pathognomonic sign of ductus 
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disease and maintain that the classic continuous 
“humming top” or “machinery”? murmur must be 
present before the diagnosis can be established. Its 
absence is a strong contraindication for operation. 
Fifty-two patients were operated upon without a 
fatality. All of the patients were between 2 and 13 
years of age. Twenty ducts were ligated and the 
remainder were divided and sutured. 

The authors prefer a posterolateral incision through 
the left fourth interspace, and a specially designed 
ductus clamp is employed which greatly prevents 
slipping of the cut ends. Emphasis is placed on free, 
complete dissection of all adventitial tissues before 
clamping. Despite the placing of a drain in situ be- 
fore closure of the chest wall no infection has been 
encountered. STEPHEN A. ZIEMAN, M.D. 


Pericardiectomy for Constrictive Pericarditis. L. D. 
FERLAND. Arch. chir. Neerl., 1949, 1: 6. 


There is some confusion in medical literature as to 
what is meant by the term “syndrome of pericarditis 
constrictiva.” It should be understood as being a 
syndrome caused by the hampering of the diastole 
on account of the shrinking of the inflamed peri- 
cardium. This irregularity is particularly suited for 
surgical treatment —pericardiectomy. 

The principal feature in the clinical picture of 
chronic constrictive pericarditis is chronic cardiac 
tamponade. The veins of the neck or breast are 
swollen and overfull on account of increased venous 
pressure. Values fluctuating from 20 to 40 cm. of 
water are found. The venous flow to the heart is 
therefore hampered, and the time of circulation is 
considerably increased. The blood presses forward 
in the liver and the abdominal organs. Consequent- 
ly, the liver is always found dilated, and often the 
spleen also. The congestion in the abdominal blood 
vessels causes ascites. The edema of the legs, often 
found in these patients, is also accounted for in this 
way. 

The author describes his experience with 14 cases 
in which operation was done for constrictive peri- 
carditis. The symptomatology and diagnosis of the 
disease are described. As the ultimate result de- 
pends largely on the condition of the heart muscle 
and the liver, it is important that pericardiectomy 
is not unnecessarily delayed. 

In the cases in which etiologically there is tuber- 
culosis, the operation should be deferred until the 
symptoms of the activity of the inflammation have 
disappeared. It is advisable to limit the operation 
to partial pericardiectomy above the ventricles. 

Intratracheal narcosis offers advantages over local 
anesthesia. In the series of cases described a para- 
sternal extrapleural entry was selected. Five pa- 
tients recovered, distinct improvement being no- 
ticed in 2 of them. No details are available regarding 
the present condition of 1 patient. 

Although pericardiectomy is a serious operation 
attended by a degree of mortality which should not 
be overlooked, and while in a comparatively large 
percentage of cases no cure is effected, yet we must 
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realize that this operation is the only rational treat- 
ment that can be advised. The results will probably 
become better by means of a better operative tech- 
nique and accurate indications. 

Joun E. Kirkpatrick, M.D. 


Resuscitation of the Heart in Cardiac Surgery (De 
la réanimation du coeur en chirurgie cardiaque). J. 
Ouvot. Presse méd., 1949, 37: 509. 


A continuous electrocardiogram should be made 
during cardiac surgery to insure the prevention of 
dangerous eventualities. Cardiac excitations must 
be avoided by the use of atraumatic technique and 
local anesthesia, and myocardial irritability must be 
decreased by providing good oxygenation, decreasing 
the action of the vagus, and using sympathicolytic 
and antifibrillatory drugs. Despite these precau- 
tions, cardiac arrest or fibrillation may occur. 

In cardiac arrest, cerebral anoxia and irreversible 
nervous lesions must be avoided by maintaining 
some cerebral circulation with oxygenated blood. 
This is made possible by cardiac massage synchro- 
nized with artificial respiration so as to have the dias- 
tole at the moment of expiration. The best rate seems 
to be between 30 and 40 movements per minute with 
the patient in the Trendelenburg position. In some 
cases the heart starts to beat under the influence of 
massage and oxygenation: it should then not be 
touched any more, and return of the normal rhythm 
should be awaited. If the heart does not resume 
beating, an intra-auricular injection of 1 c.c. of 
1:1,000 solution of adrenalin diluted in some phy- 
siologic serum is indicated: the myocardium then 
hardens and the cardiac rhythm starts very fre- 
quently. At least 10 minutes must be allowed before 
the heart is touched again; if the rhythm is too 
rapid, a few drops of novocain solution are poured 
on the organ. 

If ventricular fibrillation appears first, the course 
to follow is the same as in cardiac arrest as far as 
massage and artificial respiration are concerned. 
However, it is necessary to make use of electric 
shock by the faradic current to defibrillate the 
heart. The rhythm often starts badly. To avoid this 
eventuality, the use of adrenalin and novocain and 
the moment of their utilization must be taken under 
consideration. Adrenalin restitutes the tonus of the 
heart and dilates the coronaries, but it has a tend- 
ency to produce fibrillation. Therefore, some 
authors prefer to use it only after failure of electric 
shock, while others remain partisans of its intra- 
cardial use. Novocain decreases the tonus of the 
myocardium but diminishes the chances of second- 
ary fibrillation. Some authors use it to prepare the 
myocardium for electric shock, while others reject 
its systematic use, utilizing it only when the myo- 
cardium is hypertonic. Actually, it seems that the 
important thing is to classify the facts and to know 
that there is fibrillation with hypertonus or hypo- 
tonus. The use of neosynephrine is preferable to that 
of adrenalin, particularly when cyclopropane anes- 
thesia is administered. RIcHARD KEMEL, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Mediastinal Cysts of Gastric Origin. B. F. Bickrorp. 
Brit. J. Surg., 1949, 36: 410. 


The removal of a 4 cm. posterior mediastinal en- 
terogenous cyst containing peptic ulceration, from a 
male child aged 3 years and 3 months, is reported. 

Enterogenous cysts of the mediastinum are rare 
and are generally fatal during childhood. This is the 
twenty-fourth reported case of a true gastric cyst. 

FRANK B. QUEEN, M.D. 


Tumors of the Mediastinum (Les tumeurs du médias- 
tin). A. Dumont. Acta chir. belg., 1949, Supp. 


This lengthy article approaches the subject of 
mediastinal tumors from the standpoint of thera- 
peutic attack. To this end, two broad types are con- 
sidered: (1) tumors amenable to surgical extirpation, 
which include benign tumors, and those primary 
mediastinal tumors of malignant mien which are 
still excisable; and (2) malignant mediastinal tumors 
of all other categories. 

The operable mediastinal tumors included under 
this classification are grouped into 10 categories: 
(1) tumors produced by developmental aberrations, 
such as dermoids and teratomas, bronchiogenic and 
enteric cysts, (2) celomic cysts or pericardial cysts, 
(3) tumors of connective tissue origin, (4) tumors of 
nerve origin, (5) intrathoracic goiters, (6) parathy- 
roid adenomas, (7) thymic tumors, (8) echinococcal 
cysts, (9) meningoceles, and (10) tuberculomas. 

The discussion of the subject is based primarily on 
the available literature which is reviewed in con- 
siderable detail. Supplementing this are more or less 
brief case histories collected from the files of such 
authorities as Sellars, Brock, Monck, and Belcher of 
London, Santy, Berard, and Galy of Lyon, and 
Segers and Dupres of Brussels. 

After discussing the general clinical aspect of 
mediastinal tumors, the more detailed considerations 
applicable to each group are discussed, certain spe- 
cial elaboration on thymectomy in myasthenia 
gravis being made. The author concludes that: 

1. Every benign tumor of the mediastinum is po- 
tentially malignant. 

2. Whereas it is rarely possible to recognize the 
nature of any given mediastinal tumor by clinical 
examination alone, usually one can make a suffi- 
ciently accurate differential diagnosis to class it in 
the operable or inoperable group as outlined. 

3. If a mediastinal tumor can be reasonably well 
placed within this group of so-called operable tumors, 
exploratory thoracotomy, which is a relatively safe 
procedure, should be undertaken rather than sub- 
ject the patient to a therapeutic trial of irradiation 
which may be ineffectual and cause annoying delay 
in definitive treatment. 

4. The asymptomatic character of a given medi- 
astinal tumor should not alter the aggressive ap- 
proach outlined. 

5. The results of early surgery in this group is 
most encouraging. Hiram T. Lancston, M.D. 
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Tumors of the Mediastinum (Les tumeurs du médias- 
tin). Paut DrsatveE, Greorces LERovux, ANDRE 
HERVE, and HEnrI Ramiout. Acta chir. belg., 1949, 
Supp. 

This monograph on the subject of mediastinal 
tumors draws freely from the world literature, but is 
supplemented by reference to personal cases. 

The 94 personal cases were collected from the ma- 
terial available at the ‘Centre Anti-cancereux”’ of 
the University of Liege. This number included 3 
cases of subacute or chronic inflammatory lesions, 21 
instances of mediastinal involvement by a metastatic 
process, and 70 cases of mediastinal tumor—in the 
words of the authors, ‘“‘tumeurs a localization medi- 
astinale definitive on a point de depart interpleural.” 
The last group was made up as follows: lymphan- 
giomas, 2; hypertrophy of the thymus, 2; Boeck’s 
sarcoid, 1; chondroma of sternum, 1; thyroid ade- 
nomas, 3; embryomas, 5; neurogenic tumors, 3; 
malignant thymoma, 1; cervicomediastinal thyroid 
carcinomas, 8; chondrosarcoma of the sternum, 1; 
lymphosarcomas or myelosarcomas, 26; lympho- 
granulomatoses and lymphadenomas, 7; reticulo- 
endotheliomas, 4; pleural endotheliomas, 2; and un- 
differentiated epitheliomas, 4. Radical approach to 
surgical treatment was employed in 5 instances only. 

At the outset the authors review briefly the medi- 
astinum from the standpoint of anatomy, including 
its gross, surgical, and developmental aspects. 

The roentgenographic approach to the study of the 
mediastinum is developed in some detail. This in- 
cludes references to such procedures as pneumo- 
mediastinum, angiography, and the use of radio- 
active isotopes. 

The classification of mediastinal tumors used by 
the authors is as follows: 

A. Inflammatory lesions resembling tumors in- 
clude thromboses of the great vessels and 
localized suppurations. 

B. Interpleural tumors (mediastinal) which orig- 
inate outside of the mediastinum. These in- 
clude tumors of the thyroid, direct invasion of 
the mediastinum by adjacent cancer, such as 
tumors of Pancoast and Heuer, as well as 
mediastinal localization of metastatic malig- 
nancy. 

. True mediastinal tumors. Under this heading 
are included the various tumefactions of the 
thymus, the parathyroid gland, embryomas, 
and those of pleural or pericardial origin. The 
embryomal group are considered from the 
standpoint of embryologic derivation based on 
representation of germ layers (monodermal, 
bidermal, and tridermal) as well as the system 
of origin, whether nervous, respiratory, diges- 
tive, or purely mesodermal, such as fibromas, 
lipomas, myomas, chondromas, myxomas, or 
xanthomas. 

. Mediastinal tumors, as manifestations of 
lymphoid, myeloid, or reticuloendothelial sys- 
tem involvement. These are separated into 
those of neoplastic aspect, and the granu- 
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lomas. Under the latter are included Hodg- 
kin’s disease, Boeck’s sarcoid, and Brill-Sym- 
mer’s disease. 

The details of this classification, including the fea- 
tures peculiar to each group, as well as the collected 
opinions concerning their origin, development, and 
pattern of behavior, occupy 72 pages. The clinical 
picture presented by mediastinal tumors is given in 
considerable detail, with an attempt to systematize 
as much as possible the various manifestations. To 
this end there is appended a chart, which utilizes the 
anatomicopathologic classification alluded to and 
analyzes the tumors with regard to the following 
attributes: 

Localization within the mediastinum, age, sex, 
local manifestations, systemic manifestations, roent- 
genographic signs, endoscopic findings, results of 
aspiration, associated findings such as endocrine im- 
balance, expected degree of radiosensitivity, usual 
degree of malignancy, modes of extension, and the 
usual complications as well as therapeutic possibili- 
ties. 

The chapter on treatment advocates surgical ex- 
tirpation, but this is obviously limited as a curative 
procedure in many of the categories of afiections in- 
cluded in the discussion. 

Roentgen therapy in its various modalities, in- 
cluding isotopes and chemotherapeutic agents, is 
given in somewhat more detail. 

More or less brief case records of 94 mediastinal 
tumors as herein considered are given and many 
pages of roentgenographic as well as gross and 
microscopic illustrations are added. A statistical 
breakdown on these cases is likewise included. 

This monograph provides great wealth of informa- 
tion on mediastinal tumors. It is an attempt to 
classify all of the pathologic processes capable of 
producing tumefactions in this region of the human 
anatomy, with the exception of esophageal, tracheo- 
bronchial, and cardiac tumors or aneurysms (para- 
sitic cysts are alluded to in the differential diagnosis). 
Such an approach necessarily results in considerable 
confusion of detail, and therefore does not engender 
any clear sense of proportion in the mind of a reader 
who may be interested in practical clinical informa- 
tion. It is, nevertheless, an exhaustive treatise and 
in many phases of the subject can serve as a complete 
reference. Hiram T. Lancston, M.D. 


Perforation of the Esophagus. Leste J. TEmpte. 
Brit. M.J., 1949, 1: 935. 


Perforation of the esophagus, particularly of its 
thoracic portion, was until recently regarded as a 
condition associated with a very high mortality rate. 
Tearing by foreign bodies, including esophagoscopes, 
still remains the commonest cause of perforation. 
Occasionally patients with perforations produced in 
this way survive, with subsequent formation of 
empyemas or mediastinal abscesses which have been 
successfully drained. However, the majority of pa- 
tients with such perforations have died. Mosher 
reported 19 deaths in 938 esophagoscopies; 2 of these 
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deaths occurred among 285 patients who had been 
examined for foreign body. 

The author reports 3 cases. 

In Case 1, the patient had swallowed some razor 
blades which broke when an attempt was made to 
remove them through an esophagoscope. Resection 
of the sixth rib was performed and the left pleural 
cavity was entered. The esophagus was exposed, 
multiple perforations of the esophagus were sutured 
with silk, and the area was drained. A subsequent 
laparotomy was performed to remove the razor 
blades from the stomach and to construct a gas- 
trostomy. After a long course, healing ensued. This 
was remarkable because a lapse of approximately 1 
week ensued after the blades had been swallowed 
before operation was performed. The treatment in 
this case consisted of drainage of the mediastinum 
and repair and defunctionalization of the esophagus, 
as well as the administration of penicillin. The 
author believes that drainage for mediastinitis should 
be done transpleurally rather than by the posterior 
extrapleural route. The patient should be operated 
upon as soon as any urgent complications have been 
treated. 

In Case 2, a 54 year old woman had swallowed a 
chicken bone. Two days later, a left tension pneu- 
mothorax was treated and resection of the seventh 
rib was performed. The pleura and mediastinum 
were opened, a tear in the esophagus was sutured 
with silk, and a rubber tube was used for water-tight 
drainage of the grossly infected area. Penicillin was 
administered and feeding was parenteral. She died 
the next day. At autopsy both lungs were found to 
be edematous and the left lung was consolidated. 
Death was believed to be due to pulmonary edema 
and acute heart failure, asa result of severe infection 
and toxic absorption. The repaired esophagus was 
intact. Earlier diagnosis might have averted death. 

In Case 3, a 20 year old woman had swallowed a 
piece of bone contained in a stew. The bone was 
removed through an esophagoscope. A small perfora- 
tion in the cervical esophagus was seen. The patient 
was given 1,000,000 units of penicillin daily and after 
a period of 24 hours, sterile water by mouth. Re- 
covery was uneventful. Conservative treatment for 
suspected damage to the cervical esophagus is sug- 
gested by this case. 

Ernest D. BLOOMENTHAL, M.D. 


Extrinsic Postinflammatory Juxtacardiac Esopha- 
geal Stenosis (Su di un caso di stenosi esofagea 
estrinseca justacardiale postinifiammatoria). G. Gr- 
ANGRASSO. Ann. ital. chir., 1948, 25: 777. 


The author describes a case of esophageal stenosis 
in an 18 year old patient. Symptoms began in 1942, 
a year after the patient had had a serious attack of 
whooping cough with violent coughing, sanguineous 
vomiting, and epigastric pain. The cough lasted for 
about 6 months. The patient was first seen on 
September 26, 1945. 

At first the patient had difficulty in swallowing 
only solid rough food. Gradually he had more dif- 


ficulty so that he could swallow only liquid or semi- 
liquid food and then only in small amounts. Roent- 
gen rays revealed a dilated esophagus above the 
cardia, which measured 10 cm. in diameter in some 
places. 

At operation cicatricial tissue was found to bridge 
the pillars of the esophageal hiatus. This was re- 
moved and the raw area was covered with omentum, 
There was marked improvement at first and the pa- 
tient was able to swallow solid food. However, in 10 
days symptoms of dysphagia reappeared and rapidly 
grew worse. Roentgen rays revealed a picture simi- 
lar to that before operation. About a month later 
the patient was again operated upon. The connec- 
tive fibrous newly formed tissue was removed and 
the juxtacardiac esophageal tract was surrounded in 
a mufflike way with the cuff portion of a sterilized 
rubber glove. The finger portions were allowed to 
protrude through the wound. Catgut sutures were 
used to hold the glove in place. On the eighth day 
the glove was removed after roentgen rays had re- 
vealed good function. This was followed by perma- 
nent recovery. 

Roentgen ray study 2 years after operation re- 
vealed good function and the patient had no diffi- 
culty in swallowing solid food even in large amounts. 

Lucian J. Fronput1, M.D. 


The Treatment of Congenital Atresia of the 
Esophagus with Tracheoesophageal Fistula. 
I. A. BIGGER. Ann. Surg., 1949, 129: 572. 


Congenital atresia of the esophagus has been di- 
vided into three main types: 

1. Agenesis of the esophagus. 

2. Atresia of the esophagus with no communica- 
tion with the trachea. 

3. Atresia of the esophagus with a fistulous com- 
munication with the trachea or, rarely, with one of 
the main bronchi. 

The variations of this anomaly are of interest to 
the surgeon because the type of operation to be done 
depends upon the nature of the lesion. The diagnosis 
can be made with a considerable degree of certainty 
on the basis of the history of excessive drooling of the 
saliva and the immediate regurgitation of everything 
given by mouth with strangling. In infants, a soft 
rubber catheter will meet an obstruction from 10 to 
12 cm. from the gum margin. If there is also evi- 
dence of gas in the stomach and intestines, there is 
almost certainly an associated tracheoesophageal 
fistula. A definite diagnosis can be made by x-ray 
examination following the injection of iodized oil 
into the upper esophagus. 

A plan of management is outlined, including de- 
tails of operative technique, under which satisfactory 
results have been obtained in a small group of infants 
with congenital atresia of the esophagus and tracheo- 
esophageal fistula. Of 11 infants operated on prior 
to the adoption of the present plan, only 2 survived; 
1 of them died at the age of 7 months after an opera- 
tion for the repair of a recurrent tracheoesophageal 
fistula. Of 7 infants operated on under the adopted 
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plan, all have survived. The use of penicillin and 
streptomycin for the prevention and control of in- 
fection has been of primary importance in the de- 
cided improvement in the results obtained in the 
latter group. The use of gastrostomy as a means of 
deflating the stomach and intestines, before and 
during the intrathoracic operation, appears also to 
have been of great importance. 
SAMUEL Kaan, M.D. 


The Surgical Treatment of Pulsion Diverticula of 
the Thoracic Esophagus. Stuart W. Harrinc- 
TON. Ann. Surg., 1949, 129: 606. 


Pulsion diverticula of the esophagus are of unusual 
interest because of their indeterminate cause and 
infrequent occurrence; their fairly constant location 
in the lower third of the esophagus; the progressive 
character of their development and clinical symp- 
toms, often simulating those of esophageal hiatus 
hernia; their frequent association with other condi- 
tions involving the lower part of the esophagus, such 
as spasm and esophageal hiatus hernia; and their 
treatment. Conservative treatment such as dietary 
measures and dilatation of the esophagus may be 
used when the diverticulum is small and causes 
minimal symptoms, or is associated with spasm of 
the esophagus, but surgical intervention will be re- 
quired if it progresses in size and causes retention of 
food or obstruction of the esophagus. 

The complete article is a report on a series of 8 
patients whom the author treated surgically. A 
brief summary of the surgical treatment in these 8 
cases follows. The approach was transpleural through 
a posterolateral incision in all 8 cases. In 6 cases 
the approach was through the right lower wall of 
the thorax, in 1 case through the left lower wall, and 
in another through the left midwall. 

A diverticulectomy with repair and reconstruction 
of the muscle wall of the esophagus was done in 7 
cases. In the remaining case an invagination of a 
small diverticulum with plication of the dilated walls 
of the esophagus was done. 

In 1 of the 8 cases a repair of an esophageal hiatus 
hernia was performed prior to the excision of the 
diverticulum. 

One patient had a postoperative empyema, which 
was drained first by closed intercostal drainage and 
later by open operation with rib resection. This pa- 
tient could not tolerate an indwelling Rehfuss tube 
through the esophagus, and a temporary gastrostomy 
was done for feeding during the first 2 weeks of his 
postoperative convalescence following the open oper- 
ation for drainage of the empyema. He made a 
satisfactory recovery. 

One patient died from pneumonia and a small 
localized posterior mediastinal abscess on the thir- 
teenth postoperative day. 

Seven of the 8 patients operated upon recovered 
from the operation and have been relieved of their 
symptoms due to the diverticulum; 3 of these pa- 
tients have continued to have some attacks of 
esophageal spasm. 
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Megaesophagus with a Report of 2 Surgically 
Treated Cases (Algumas consideragdes sobre 
megaes6fago a propésito de dois casos operados). 
MANUEL FRAzAO and ALEU SALDANHA. Gaz. méd. 
port., 1949, 2: 47. 


Based upon opinions expressed in medical and 
surgical writing on the subject of megaesophagus, 
the authors review in brief fashion the theories of 
pathogenesis, as well as the roentgenologic and 
roentgenographic appearances of these lesions. They 
conclude that treatment should generally be con- 
servative at the outset, with surgical correction if 
conservative treatment fails after an adequate trial. 

The methods of surgical correction that have been 
utilized are presented. Of these, only the extramu- 
cosal myotomy of Heller (which consists in anterior- 
ly and posteriorly placed incisions involving the en- 
tire muscular coat throughout the length of the in- 
volved segment) or of Groeneweldt (a modification 
of Heller’s procedure utilizing only one anteriorly 
placed incision), and the procedure of esophago- 
gastric anastomosis (Heyrowsky and Grondahl) are 
discussed in detail. 

The authors recommend the abdominal approach, 
apparently considering the transdiaphragmatic ap- 
proach more forbidding and indicated in limited cir- 
cumstances only. 

The 2 case histories are given in ample detail and 
are well documented by reproductions of roentgeno- 
grams. The patients had suffered recurrent and un- 
relieved dysphagia because of achalasia or cardio- 
spasm. Both patients were successfully treated by 
the technique of Groeneweldt, in one instance with a 
combined abdominothoracic approach. 

The techniques of Groeneweldt and Grondahl are 
diagrammatically depicted. 

Hiram T. Lancston, M.D. 


Esophageal Rupture Complicating Craniotomy— 
Symptom Complex and Proposed Surgical 
Treatment. Epcar F. FincHer and Homer S. 
Swanson. Ann. Surg., 1949, 129: 610. 


A disturbance of body thermal reactions following 
certain craniotomies and high cervical laminectomies 
is commonly observed by neurosurgeons. These 
hyperthermias are usually explained on the theory 
of damage to the heat regulating centers, or on the 
basis of a disturbed peripheral circulation. Extreme 
changes in pulse, respiratory rate, and the appear- 
ance of cyanosis following intracranial surgery are 
symptoms too frequently attributed to altered cere- 
bral function. Vomiting, common in postoperative 
craniotomy patients, is accepted as an anticipated 
postanesthetic or intracranial reaction. Should the 
vomitus contain blood, the physiologic alterations 
which simulate the symptoms of intracranial com- 
plications must be properly evaluated in order to 
recognize an alimentary lesion. 

Three cases of esophageal rupture following crani- 
otomy for neoplasm are reported. The symptomat- 
ology of the esophageal ruptures was identical. The 
syndrome can be summed up as beginning with vom- 
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iting, the vomitus containing blood; this is followed 
by a seething, restless irritability, respiratory dif- 
ficulty, sweating, cyanosis, a progressive loss of 
consciousness, an increasing pulse rate, an uncon- 
trollable hyperthermia, profound coma, and rapid 
death. 

Should the condition be suspected, confirmation 
of the suspicion by mediastinal aspiration constitutes 
a part of the proposed surgical treatment of the con- 
dition, which is outlined in detail. 

SAMUEL Kaun, M.D. 


Surgical Treatment of Benign and Secondarily 
Malignant Tumors of the Esophagus. Stuart 
W. Harrincton. Arch. Surg., 1949, 58: 646. 


The author summarizes the 11 cases of tumor of 
the esophagus in which he operated. Five of these 
cases were reported previously while the remaining 6 
are reported in this article. 

In 1 of 2 cases of malignant tumor, the lesion was 
inoperable and the patient continues to have trouble 
but is being relieved partially by esophageal dilata- 
tions. The other patient with a malignant lesion 
was completely relieved after operation and has pro- 
gressed very satisfactorily without further trouble 
for 3 years after operation. 

The results obtained in the g cases in which the 
tumor was benign are as follows: in 1 case bilateral 
pneumonia developed postoperatively and the pa- 
tient died on the fourth day; in 2 cases localized 
empyema developed postoperatively and drainage of 
the empyema was followed by complete recovery; 6 
patients had no postoperative complications and 
made complete recoveries from the operation. There- 
fore, 1 patient died, another had an inoperable lesion, 
and g patients recovered from operation and have 
been relieved of their symptoms. 


Surgical Treatment of Carcinoma of the Distal 
Three- Quarters of the Thoracic Esophagus and 
the Cardia. J. F. Nusorer. Arch. chir. Neerl. 
1949, I: 14. 

This is a discussion of 68 cases of carcinoma of the 
lower portion of the esophagus, 29 of which were in- 
operable. Successful treatment depends upon thor- 
ough knowledge of the regional anatomy, and the 
correct application of principles of physiology to the 
intrathoracic organs. Because it lacks a serous coat, 
the esophagus must be treated with great care and 
its blood supply retained as intact as possible in order 
to avoid necrosis at the site of the anastomosis. It 
is also important to avoid tension at the suture line. 

Contrary to some opinions based on autopsy ma- 
terial only, it has been found that these carcinomas 
metastasize early, often extending a considerable 
distance intramurally, both proximal and distal 
to the site of origin. This is true particularly of 
adenocarcinoma of the cardia. This type spreads 
distally along the lymphatics and sometimes extends 
to the nodes of the pulmonary hilum, the supra- 
diaphragmatic, the left gastric, and the preaortic 
node groups. 


The symptoms of indigestion and fullness are 
usually endured about 6 months before the patient 
comes to the surgeon. The probable diagnosis can be 
verified by biopsy; the extent of involvement of the 
esophageal wall can be demonstrated by means of 
x-rays, but the dissemination can be discovered 
with certainty only at operation. 

During the 7 to 10 preoperative days an attempt 
is made to correct malnutrition, hypoproteinemia, 
marked dehydration, and anemia. Also large quanti- 
ties of vitamins B, C, and K are given. In the last 2 
years preliminary jejunostomy has been obviated by 
the use of intensive intravenous feedings. Two days 
prior to the operation, routinely, penicillin is given 
intramuscularly in doses of 240,000 units daily. A 
check electrocardiogram is taken and breathing ex- 
ercises are given if the cardiorespiratory system 
needs attention. 

With regard to anesthesia, the author prefers in- 
duction with pentothal followed by intrabronchial 
administration of nitrous oxide and oxygen given via 
a cuffed Magill tube placed in the right main stem 
bronchus, which permits complete collapse of the 
left lung throughout the operation. 

The author discusses the technical details as re- 
lated to operation on growths of the distal three seg- 
ments of the esophagus, the esophagus being divided, 
for purposes of discussion and treatise, into the seg- 
ments as shown in Figure 1. 

With regard to the fifth segment, wide resection of 
the periesophageal tissues, cardia, and lesser curva- 
ture of the stomach, also of the diaphragm, liver lobe, 
spleen, or pancreatic tail (as required) is done. A 
tube is made from the lesser curvature of the 
stomach (the proximal tube end thus formed being 
sacrificed because of the poor blood supply), and an 
end-to-end esophagogastrostomy is formed. 

With regard to the fourth segment, the author con- 
nects the proximal end of the esophagus after resec- 
_ to the fundus of the stomach by the method of 

weet. 

With regard to the tumors of the fourth and third 
segments, the esophagus must be brought up to ap- 
pear above the artery before the supra-aortic esoph- 
agogastric anastomosis can be made because all or 
part of these carcinomas are situated posterior to the 
arch. During this procedure the esophagus must be 
handled with extreme care, the blood supply of the 
proximal stump coming solely through the inferior 
thyroid artery. The stomach should be retained in 
its entirety if one wishes to avoid tension on the 
sutures. If a supra-aortic anastomosis must be made 
because of the situation of a tumor, one must expect 
a considerably higher mortality rate than that oc- 
curring when the anastomosis is distal to the arch. 

Postoperatively the author leaves an indwelling 
nasal tube in the stomach to permit earlier feeding 
and decompression. At operation 100,000 units of 
penicillin are introduced into the mediastinum; the 
suture lines are completely covered with pleura; and 
a drain is placed between the ninth and tenth ribs 
through a stab wound. Postoperatively, the patients 
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are given oxygen continuously, blood and glucose 
intravenously, and daily roentgenograms are taken 
to check the inflation of the lungs; also, penicillin is 
given in a dosage of 240,000 units per day. 

Twenty-nine of the tumors were inoperable; 29 
were subjected to radical operation. Excluding 4 
Torek procedures, the operability rate was 42.6 per 
cent, as compared with Sweet’s 66.2 per cent and 
Strieder’s 65 per cent. Nine patients died after oper- 
ation. The authors indicate that the mortality in- 
creases sharply with increasing age over soyears. The 
causes of death were: lung embolism, shock, cardio- 
vascular disturbance, bronchopneumonia (3), per- 
foration of the top of the stomach, perforation of 
peptic ulcer of the lesser curvature and, finally, air- 
raids on the hospital. It is noted that the mortality 
figures also vary with the location of the tumor, being 
80 per cent when it was in the third segment, 30 per 
cent when in the fourth segment, and 12 per cent 
when in the fifth segment. 

For the tumors which cannot be eradicated the 
authors have had good results with esophagogastric 
anastomosis, and they prefer it to simple gastros- 
tomy. Jane C. MacMittan, M.D. 


Thoracoabdominal Esophagectomy for Carcinoma 
of the Esophagus (Oesophagectomie pour cancer 
par voie thoraco-abdominale). P. DrEcouLx, J. 
DEcouLX, and A. SENNEVILLE. Lille chir., 1949, 4: 8. 


The author reports the first successful case (in 
Lille) of an operative resection of the lower third of 
the esophagus for carcinoma at the cardioesopha- 
geal junction. An anastomosis was accomplished 
between the transected end of the esophagus and the 
remaining two-thirds of the stomach. 

Of special interest is the application of a continu- 
ous intraspinal anesthetic technique which has 
proved to be of value in the authors’ hands. The 
anesthesia was carried to the level of the third rib 
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Fig. 1 (Nuboer). The five segments of the esophagus. 


by the injection of 25 c.c. of 2 per cent nupercaine 
into the subarachnoid space. This amount was used 
during a period of 45 minutes. An additional 10 c.c. 
were administered during the remainder of the 
operation. No untoward effects were noted. The 
blood pressure did not fall to dangerous levels since 
ephedrine was given at intervals throughout the 
procedure. Respirations were maintained by posi- 
tive pressure administered through an intratracheal 
tube. OrvILLE F. Grimes, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Technique for the Treatment of Large Median In- 
fraumbilical Eventration (Tecnica para el trata- 
miento de las grandes eventraciones medianas in- 
fraumbilicales). ANGEL F. SAN Martin. Bol. Acad. 
argent. cir., 1949, 6: 189. 

The author describes his technique in the repair of 
large median herniation with or without diastasis 
and separation of the abdominal muscles. In the 
event a scar exists, it is completely excised. The 
underlying muscles and the fascias are then dissected 


Fig. 1 (San Martin). 


and exposed in layers down to the peritoneum. The 
overlying transversalis fascia is then sutured. The 
two recti muscles are approximated with No. 1 
chromicized catgut and the cut margins of the 
sheaths are brought together above the recti. The 
deep part of the superficial fascia is next sutured and 
the skin closed above with silk. In this type of repair 
the author believes that he has achieved not only 
physiologic but anatomic reconstruction. 
STEPHEN A. ZIEMAN, M.D. 


Hernia Through Winslow’s Hiatus (Hernia a traves 
del hiatus de Winslow). Apotro ProzorovicH and 
Juan B. Montero. Bol. Acad. argent. cir., 1949, 
33: 102. 


The authors report a very interesting case. A 40 
year old woman suddenly developed sharp contin- 
uous epigastric pain radiating to the back with vom- 
iting. Progressive protrusion of the epigastrium and 
tenderness were elicited at the physical examination. 
At surgery it was found that the cecum, appendix, 
part of the ascending colon, and terminal ileum had 
passed through the hiatus of Winslow. The viscera 
were manually reduced and the cecum was fixed to 
the abdominal wall. There was an uneventful post- 
operative recovery. Wit.iaM E. Ricketts, M.D. 


A Simple Experimental Method of Evaluation for 
the Bassini and Allied Types of Herniorrhaphy. 
F. S. A. Doran and W. H. Lonpate. Brit. J. Surg., 
1949, 36: 339. 


The widely divergent and conflicting opinions 
which are held about the relative values of different 
operative techniques in the repair of direct and indi- 
rect inguinal hernias are due, largely, to the fallacious 
manner of the compilation and analysis of the clinical 
material upon which those opinions are based. Pub- 
lished data of the average recurrence rate following 
the Bassini and allied types of herniorrhaphy contain 
so many variants and contradictions that they are 
without value. For example, the recurrence rate for 
indirect inguinal hernia treated by the Bassini meth- 
od ranges from o.o per cent to 22.2 per cent. 

The authors have devised a simple method for de- 
termining whether sound union has occurred be- 
tween the conjoined tendon and the iriguinal liga- 
ment. At the time of operation they place silver wire 
markers through the lower border of the conjoined 
tendon and through the inner edge of the inguinal 
ligament. Roentgenograms are taken every 3 months 
to determine the relative position of the markers, and 
in a great majority of the small series of cases re- 
ported, it appears that the conjoined tendon sepa- 
rated from the inguinal ligament within a few months 
even though, as yet, there has been no recurrence of 
hernia. This experiment may prove that methods of 
repair which rely on the opposition of the structures 
of the inguinal and femoral regions are unsound. 
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The authors conclude that an accurate statistical 
evaluation of the various types of herniorrhaphy 
would require a properly planned investigation. This 
would be on the lines laid down by Fisher for the so- 
lution of biological problems, and includes evaluation 
of the problem of numerous variables, the problem of 
samples, and tests of significance. 

Ey Extuiotr Lazarus, M.D. 


GASTROINTESTINAL TRACT 


Extramucosal Section of the Muscular Fibers of the 
Cardia for Radical Cure of Cardiospasm. Sug- 
gested Operation: Section of the Cardioeso- 
phageal Loop and the ‘‘cravatte de suisse’’ (A 
propos de la section extramuqueuse des fibres mus- 
culaires du cardia dans la cure radicale du cardio- 
spasme. Une intervention 4 tenter: section de la 
bretelle cardioesophagienne et de la “cravatte de 
suisse”). H. CosTantini and A. Leca. Rev. chir., 
Par., 1949, 68: 80. 


It is suggested that Heller’s operation for the re- 
lief of cardiospasm might be improved by changing 
the technique to include all the fibers of the sphinc- 
teric apparatus of the cardia. This apparatus has 
not received adequate study. The muscle system 
which normally closes the esophagus is studied in a 
series of 32 cadaver stomachs. The three muscular 
layers of the stomach are described. At the right 
margin of the esophagus the longitudinal fibers unite 
to form a muscular band which runs along the lesser 
curvature of the stomach. This is the “cravatte de 
suisse.” There is a funnel-like spreading of the 
esophagus below the diaphragm which has been de- 
scribed as the cardiac antrum. All writers agree 
that no morphologically distinct sphincter is present. 
However, the role of the oblique fibers of the gastric 
fundus in closing the cardia has been recognized. 
The authors have found the oblique parabolic fibers 
of special interest. These fibers form the deep mus- 
cular layer with two branches spreading fanlike over 
the two surfaces of the body of the stomach. The 
loops of these fibers unite to form a muscular band, 
the importance of which has not been emphasized. 
With its apex over the incisure of the cardiotuber- 
osity it extends deeply into the stomach where it 
forms a heavy ridge covered with mucosa. In small, 
globular spasmodic stomachs, it is thick and pro- 
tuberant. In stomachs dilated due to atony or ulcer 
stenosis, it is thin and lamelliform. In cardiospasm, 
in which the stomach is always small and retracted, 
it is probably thickened and hypertrophied. . This 
ensemble of muscular fibers accounts for the habitual 
closure of the cardia. Such an apparatus would 
permit a relative closure. Its apparent insufficiency 
corresponds to physiologic necessity. Although, un- 
der normal conditions, it prevents escape of gas and re- 
gurgitation, it offers no resistance to the passage of 
food and fluids. When the stomach is embarrassed, 
it will, however, permit regurgitation and vomiting. 

The suggested operation would be performed 
through a median incision along the left margin of 
the xyphoid appendix to its base, which is divided. 


The soft tissues are retracted and the esophagus is 
liberated. A rubber tube is then inserted into the 
esophagus and drawn toward the operator who 
stands to the left of the esophagus. The greater 
tuberosity is retracted toward the left to enter the 
cardiogastric space and dissect, isolate, and divide 
the cardiotuberosity loop. It may be possible to 
resect a portion. Fissures of the mucosa may be 
sutured, or the tuberosity flank of the fissure may be 
united with the left margin of the esophagus. The 
condensed longitudinal fibers at the right margin of 
the esophagus are divided transversely. Owing to 
the rare incidence of cardiospasm, the authors have 
not been able to present a clinical demonstration of 
this suggested intervention. 
EpitH SCHANCHE Moore. 


Vascularization in Gastric Ulcer (La vascolarizza- 
zione dello stomaco ulceroso). GIUSEPPE OMEGNA. 
Boll, Soc. piemont. chir., 1948, 18: 360. 


The author injected 40 stomachs which had been 
removed for ulcer of the lesser curvature. These were 
injected with radiopaque material and roentgeno- 
grams were taken. The article is illustrated with 20 
pictures which show the results of the above pro- 
cedures. These are then compared with roentgeno- 
grams taken before surgery. 

The following conclusions were drawn: 

1. It is possible to inject the whole vascular tree 
by injecting one artery alone. 

2. There is no appreciable difference between the 
anterior and posterior surfaces as regards the vascu- 
lar pattern. 

3. The ulcerated area always shows a localized 
anemia surrounded by a hyperemic zone. 

4. The altered vascularity is manifested by a 
radiating pattern near the ulcer. 

5. In tumors, on the other hand, the vascular 
pattern is well developed throughout whether there 
is an ulcer or the tumor is intact. 

The author believes that these findings explain the 
chronicity of ulcer and possibly the cause. 

Lucian J. Fronputi, M.D. 


Surgical Treatment of Gastric Ulcers Localized 
Near the Cardia (Leczenie chirurgiczne wrzodéw 
zoladka umiejscowionych blisko wpustu). ROMAN 
Drews. Polski przegl. chir., 1949, 21: 361. 


Nine cases of juxtacardial gastric ulcer were en- 
countered during the past 3 years in the course of 
209 stomach resections at the surgical clinic of the 
University of Posen in Poland. The symptomatology 
in these 9 cases was noncharacteristic. There was, 
of course, pain in the left epigastrium, at some time 
or other; however, the pains frequently radiated to 
the left lumbar region and left thoracic cavity, es- 
pecially to the region about the heart. In one pa- 
tient the pains radiated down the left arm and in 
another to the left side of the face. One patient was 
treated for kidney stone, and one for angina pectoris. 
A certain diagnosis could be obtained only by 
roentgenologic examination. 
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Emaciation and exhaustion were especially promi- 
nent in this group of ulcer patients, partly because of 
refusal of food for fear of pain, and partly because of 
frequent and presistent vomiting. Bleeding was fre- 
quently massive and extremely debilitating (anemia) ; 
thus preoperative preparation had to be especially 
thorough and painstaking. The ulcers were usually 
large, more frequent on the lesser curvature, and 
showed a marked tendency to burrow toward the 
tail of the pancreas, the left lobe of the liver, the 
spleen, and transverse colon. In this material the 
ulcers were single; however, in 2 instances there were 
adhesions about the pylorus and the scar of a healed 
prepyloric ulcer. In 2 instances the microscopic ex- 
amination of the excised specimen disclosed malig- 
nant degeneration, without such a _ possibility 
having been suspected as a result of the other meth- 
ods of examination. 

In every instance the operation was extensive 
gastric resection with invagination of the duodenal 
stump and anastomosis of the gastric stump with a 
loop of jejunum, as in the typical Polya-Reichel gas- 
tric resection. When practical the anastomosis was 
done retrocolically; in 2 cases in which this could not 
be done because of complications, a Braun anasto- 
mosis was added to the jejunal loop. The resection 
could always be made to include the ulcer; however, 
in the one patient in whom this was not done be- 
cause of his critical condition, the ulcer was found to 
have healed completely on roentgen examination a 
few weeks later. 

However, the example of healed residual ulcer 
just described does not mean that the author advo- 
cates the so-called palliative resection of Madlener. 
He believes that the ulcer should always be resected 
when possible, because of the impossibility of rec- 
ognizing malignant degeneration other than by 
microscopic examination. In fact, he believes that 
the treatment of all gastric ulcers, no matter where 
located, is more and more becoming a purely surgical 
problem. The same reasoning causes him to reject 
vagotomy as the sole means of treating ulcer of the 
stomach. The efforts of the future should, in his 
opinion, be expended in lowering the mortality re- 
sulting from the resection itself. 

Joun W. BRENNAN, M.D. 


Carcinomatous Ulcer of the Stomach (Ueber das 
Ulcuskarzinom). F. Merxe. Helvet. chir. acta, 
1949, 16: 105. 

The present report deals with the treatment of 
carcinoma of the stomach at the St. Klara Hospital, 
Basel, Switzerland. Over 500 patients with carci- 
noma of the stomach have been seen at this institu- 
tion. In only half of these were the lesions operable. 
In only one-fifth of the patients could a gastroenter- 
ostomy be performed, and in only 30 per cent could 
a resection be done. It is pointed out that in at- 
tempting to combat gastric carcinoma, which is 
extremely difficult to diagnose at an early stage, the 
operation for chronic gastric ulcer assumes great 
importance. 


Of 450 gastric resections, 247 were performed for 
gastric ulcer and 203 for duodenal ulcer. Nine per 
cent of all gastric ulcers were found to be carcinoma- 
tous. If only the deep callous ulcers are included, 
14 per cent contained carcinoma. In only one of 
these cases was duodenal ulcer found to be carcino- 
matous. 

The author, believing that benign gastric ulcers 
may degenerate into malignant ulcers, suggests that 
all patients with gastric ulcer be hospitalized and 
operated upon before carcinoma has had time to 
develop. The nonoperative treatment of chronic 
gastric ulcer, therefore, involves a great responsi- 
bility on the part of the attending surgeon. 

There is no single absolutely reliable sign indica- 
tive of the beginning of carcinomatous degeneration 
in a chronic gastric ulcer. 

Twenty-two cases in which operation was per- 
formed are reviewed, and the author presents a brief 
note on the history, operation, and condition found 
in each. These patients usually had an exacerbation 


‘of symptoms of ulcer which was responsible for their 


entry to the hospital. One patient in this series is 
alive and well 13 years after gastric resection for a 
prepyloric lesion, another patient survived 9 years, 
while all others died within, or were followed for less 
than, 5 years. Three patients died in the immediate 
postoperative period. Harorp Lauran, M.D. 


Nutritional Deficiency Syndrome Following Sub- 
total Gastrectomy. Biologic Study (Syndrome 
carentiel complexe chez des gastrectomisés. Etude 
biologique). A. LamBiinc, M. Conte, BotssrEr, and 
ErRFMANN. Bull. Soc. méd. hép. Paris, 1949, 65: 161. 


The nutritional disease observed from 12 to 18 
months following subtotal gastrectomy is essentially 
a disorder of protein metabolism characterized by 
depletion of tissue protein and low levels of blood 
protein. 

Metabolic studies were made on one such patient 
maintained at bed rest for a 30 day period. A diet 
of from 2,000 to 3,000 calories and containing from 
59 to 69 gm. of protein and adequate vitamin sup- 
plements was given daily. Blood protein levels be- 
came normal after 7 days of the diet. A positive 
nitrogen balance was maintained throughout the 
period of the study. Positive sodium and potassium 
balance was attained after 15 days of the regimen. 
Glucose tolerance studies before starting treatment 
showed a diabetic curve, and after a 30 day period 
the curve was within normal limits. 

Fractionation of the blood proteins on the first day 
showed that the level of albumin was lower than 
normal, whereas the globulin and particularly the 
beta fraction were increased above normal levels. 
These inequalities returned to normal during the 30 
day period of the study. 

The authors conclude that an undetermined fac- 
tor is necessary for intermediate protein metabolism 
and that this factor is absent in some patients who 
have undergone gastric resection. 

FREDERICK W. Preston, M.D. 
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A Syndrome of Nutritional Deficiency with Edema 
Following Gastrectomy (Syndrome carential com- 
plexe avec oedéme chez des gastrectomisés. Etude 
clinique). A. LaAmMBLING and M. Conte. Bull. Soc. 
méd. hép. Paris, 1949, 65: 151. 


Among the late complications of subtotal gas- 
trectomy is a nutritional disease which closely re- 
sembles the deficiency syndrome commonly seen 
during World War II. 

Four cases are reported. All of the patients had 
peptic ulcer resistant to medical management, which 
was treated by a Finsterer type of gastric resection. 
The syndrome developed gradually in from 12 to 18 
months following operation. The characteristic 
symptoms were weakness, diarrhea, edema of the 
lower extremities and scrotum, weight loss, and an 
increased appetite, especially for meat. 

Other findings which were present in some cases 
included hydrothorax, telangiectases, ecchymoses, 
dermatitis, loss of hair, painful glossitis, gingivitis, 
peripheral arteritis, venous thromboses, and gas- 
tritis demonstrated by gastroscopy. 

Among the laboratory findings were a decrease in 
the blood proteins, low levels of the blood fats and 
cholesterol, and increased fat content of the stool. 
Urinalyses were negative. The blood levels for 
Vitamin A and C were low. 

The authors explain the diarrhea on the basis of 
atrophy of the intestinal mucosa and a resultant ab- 
normal water metabolism. Glossitis, gingivitis, gas- 
tritis, and dermatitis in these patients are manifesta- 
tions of vitamin deficiency, and improvement in 
these conditions resulted from the administration of 
vitamins A, B, and C. 

Treatment consisted of bed rest and a diet of from 
2,000 to 3,000 calories daily containing equal amounts 
of fat and protein and liberal vitamin supplements. 
Treatment produced satisfactory results in 3 pa- 
tients; the fourth patient did not respond and died 
after a prolonged wasting illness. 

FREDERICK W. PrEsTON, M.D. 


Recurrence of Peptic Ulcer in Man as Affected by 
Treatment with an Enterogastrone Prepara- 
tion. A. C. Ivy, A. Lrtrman, and M. I. Grossman. 
Gastroenterology, 1949, 12: 735. 


An experimental study with the use of intra- 
venous and intramuscular enterogastrone in Mann- 
Williamson dogs appeared effective in preventing the 
development of jejunal ulcers, and also seemed to 
exhibit a prolonged antiulcer effect even after its 
discontinuance. 

In previous articles the authors have presented 
clinical data concerning the effectiveness of entero- 
gastrone in the treatment of peptic ulcer, such being 
based on their experimental findings. This report 
provides additional observations on a total of 46 
patients. It appears that enterogastrone, whether 
administered intramuscularly 3 times a week or 6 
times a week, did have an antiulcer value and was 
effective in increasing the average longest free 
period from symptoms from 0.3 of a year before 


treatment to 0.9 of a year after treatment. During 
the year of continuous treatment, 41 per cent of the 
patients remained symptom-free and an additional 
46 per cent had fewer recurrences. At the end of the 
second year, having discontinued treatment for a 
year, 40 per cent of patients had fewer recurrences. 

Enterogastrone is not superior to any other form 
of medical management of the acute exacerbation of 
a peptic ulcer, and such medicaments will usually 
give more prompt relief. Nor should enterogastrone 
be used routinely in peptic ulcer therapy because of 
its inconvenience, expense, and imperfect results; 
however, its trial may be indicated in certain cases. 
Further research toward purification of the active 
secretory depressant seems warranted. 

Epwarp H. Camp, M.D. 


Duodenal Dilatations and Megaduodenum. ‘Clin- 
ical Contribution (Sulle dilatazioni duodenali e 
sul megaduodeno). GrusEPPE CorTESE. Gior. ital. 
chir., 1949, 5: 140. 


The author reports 2 cases of duodenal dilatation. 
He proposes the following classification for this 
condition: 

Duodenal dilatations 
Congenital 1. Essential (congenital, 
megaduodenum) 
2. Mechanical 

a. Intrinsic obstruction (atresia, 
valvular folds, etc.) 

b. Extrinsic obstruction (adhe- 
sions, congenital membranes, 
malrotation, dolichoduode- 
num, etc.) 

. Essential (acquired idiopathic mega- 
duodenum). 
. Mechanical 

a. By intrinsic obstruction (tu- 
mors of the lumen, ulcers of 
the second and third part of 
the duodenum etc.) 

b. By extrinsic obstruction (ad- 
hesions, tumors of the pan- 
creas, etc.) 

The first case reported by the author was one of 
primary essential megaduodenum, and the second 
case was one of duodenal dilatation caused by ex- 
trinsic compression—a tumor. This condition is 
more common in women. Rokitansky (1863) was 
the first to report a case of dilatation of the duo- 
denum caused by compression by the superior me- 
senteric artery. 

The etiology of primary essential megaduodenum 
is discussed at length. The author explains the com- 
pression of the duodenum by the arteriomesenteric 
pedicle as follows: 

The proximal small bowel and colon are held in 
place by a mesentery. Now if both of these should 
be endowed with an abnormal motility, the intestinal 
mass in its tendency to fall in the pelvis will exert 
traction on the mesentery which will bear the brunt 
of the pull because of its lack of sufficient length to 


idiopathic 


Acquired 
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allow the bowel to fall on the floor of the pelvis. It 
has been shown experimentally that a traction of 500 
gm. is sufficient to cause occlusion of the transverse 
part of the duodenum; as the traction caused by the 
afore-mentioned condition is greater than that, it is 
evident that it will be sufficient to compress the duo- 
denum by means of the arteriomesenteric pedicle. 
This compression is favored by lordosis, anterior de- 
formity of the spine, hyperextension of the spine, 
and low position of the duodenum. 

In the second case compression of the duodenum 
with resulting dilatation must have been caused by 
the tumor mass located near the ligament of Treitz; 
the infiltrating tumor shortened the ligament and 
made the mesenteric root more fixed. 

The etiology of essential megaduodenum is still 
enshrouded in mystery. The author does not ac- 
cept the theory of Melchior that megaduodenum is 
essentially functional; he claims that it is as inex- 
plicable as Whipple’s theory of antiperistalsis and 
inhibition of the physiological movements of the 
duodenum, and only mentions the biological theory 
of Tuerck. 

According to the author, both the peristaltic and 
antiperistaltic waves of the duodenum are caused 
by the external longitudinal and internal circular 
muscle coats. Between these two strata is the 
Auerbach plexus, while the plexus of Meissner is 
located in the submucosa. These two plexuses are 
connected by nervous filaments. The rhythmic, 
segmental, and pendular contractions of the duo- 
denum are myogenic in origin, while the peristaltic 
waves are due to the intrinsic nervous plexus, in- 
fluenced by extrinsic nerves, namely, the vagus as an 


augmenter and the sympathetic as an inhibitor, the 
motor action of the vagus being intermittent while 
the inhibitory action of the sympathetic is con- 


tinuous. Physiologically then, the duodenal move- 
ments consist of contraction of the first part (bulb), 
peristaltic and antiperistaltic waves of the second 
and third parts, and segmental movements, the con- 
tents of the duodenum being pushed forward and 
backward for a few minutes, before being allowed to 
pass in the jejunum. All these movements are 
orderly and synergic, but should there be a dyski- 
nesia then there will be an arrest of the duodenal 
movements and a relaxation of the parietal wall, 
which will be followed first by a hypertrophy of the 
musculature, and later on by a dilatation (mega- 
duodenum). Therefore this pathological condition 
must involve an absolute or relative prevalence of 
the sympathetic autonomic system. What causes 
this prevalence is still unknown. The symptomatol- 
ogy consist of indigestion, flatulence, hyperacidity, 
nausea, vomiting of bile as well as residual food, 
frontal or temporal headache, icterus, and constipa- 
tion. To these the author adds polydipsia, quite 
intense after vomiting. The symptoms at times 
may be relieved by the knee-chest position. 

A positive diagnosis can be made only by x-ray 
study. Fluoroscopy usually reveals the dilatation, 
stasis, antiperistaltic waves, and obstruction. 


The treatment differs according to the pathology 
present. 

In duodenal stasis the physiology of the duodenum 
must be restored by release of the adhesions, duo- 
denopexy, and removal of extrinsic tumors. When 
this cannot be accomplished a duodenojejunostomy 
becomes the operation of choice or, if this is not 
feasible, a gastrojejunostomy. 

When the stenosis is associated with a gastro- 
duodenal ulcer, the operation of choice seems to be 
a double anastomosis, gastrojejunal and duodeno- 
jejunal. 

In cases of idiopathic megaduodenum there is no 
definite treatment, the medical treatment consisting 
of diet, and the decubitus position with face down 
every 2 hours. X-ray therapy and psychotherapy 
may be tried. When all these are of no avail surgery 
may benefit some of the patients. 

The operation preferred by the author, because 
of its better results, is a duodenojejunostomy ac- 
cording to the technique of Schmieden. 

JosEru M. A. PapE, M.D. 


Clinical Contribution to the Knowledge of Duo- 
denitis (Contributo Clinico alla conoscenza della 
duodenite). C. Caccrtari, G. Marzoccui, and G. 
Rossini. Arch. ital. mal. app. diger., 1949, 15: 147. 


A careful analysis was made of 59 cases in which 
the diagnosis was considered to be primary duo- 
denitis. Seventy-seven per cent of the patients were 
males; the youngest patient was 19 and the oldest 
70 years of age, but the majority were in the third or 
fourth decades of life. Because of the inability to 
demonstrate the pathology visually, the diagnosis in 
each case was made by the exclusion of other diseases, 
but especially by one or all of the following methods: 
history and physical examination, roentgenological 
investigation, and deductions from intubation and 
study of the duodenal secretions. Each case was 
classified into one of 4 groups, namely: (1) pseu- 
doulcerous, (2) dyspeptic, (3) dyspeptic with icterus, 
and (4) hemorrhagic. 

There were 15 cases in the first group. The symp- 
toms were similar to those of duodenal ulcer, but 
roentgenography revealed neither a niche nor de- 
formity of the bulb. Instead there were seen changes 
in the tone, peristalsis, and rugae of the duodenum. 
The duodenal aspirations usually contained in- 
creased amounts of mucus, albumin, and leucocytes. 
The second group consisted of 36 cases in which the 
history was characterized by prolonged and per- 
sistent dyspepsia, especially postprandial. The 
roentgenograms were usually negative and the duo- 
denal secretions contained increased mucous and 
cellular debris. This syndrome was differentiated 
from gastritis by negative gastric analyses and 
roentgenograms. The third group was similar to 
the second except for associated icterus or subicterus. 
There were 5 such cases. There were 3 cases in the 
fourth group. These were characterized by dyspeptic 
symptoms and hemorrhages. They were very dif- 
ficult to differentiate from ulcer and this could be 
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done only by the finding of persistently negative 
roentgenograms. 

It was concluded that the clinical analysis con- 
firmed the existence of primary duodenitis, either 
alone or as representing the starting point of affec- 
tions of other abdominal organs, especially of the 
liver, gall bladder, or appendix. 

N. CurisTIAN Meyer, M.D. 


Duodenitis of the Second Portion of the Duodenum 
(La duodénite de la seconde portion du duodénum). 
I. Pave and A. P. PopEanu. Acta gastroenter. belg., 
1949, 12: 7. 


The symptoms of duodenitis of the second portion 
of the duodenum are similar to those of the prodro- 
mal phase of catarrhal jaundice: heaviness in the 
epigastrium, nausea, rarely vomiting, sour stomach, 
anorexia, headache, and transitory low grade fever. 
On examination pain is elicited by deep pressure to 
the right of the umbilicus and in the epigastrium. 

Fluoroscopy following a barium meal and analysis 
of aspirated duodenal contents are important pro- 
cedures in establishing a diagnosis. 

Roentgen findings can be grouped into three types. 
First are those cases in which there is duodenal stasis 
characterized by prolonged spasm of the second, 
third and, rarely, the fourth portion of the duo- 
denum. Active antiperistalsis is present. Most 
often the stasis involves the duodenum proximal to 
the lower flexure. Occasionally, the second portion 
of the duodenum appears reduced to a thread. 

In the second group spasticity of a duodenal seg- 
ment alternates with dilatation of the adjacent seg- 
ment. This condition may be mistaken for duo- 
denai atresia. Delay in the passage of barium 
through the duodenum is characteristic, the time 
varying from 2 to 8 minutes as compared to a normal 
of from 2 to 15 seconds. 

In the third group there is a generalized hypo- 
tonicity of the entire duodenum and delay in pas- 
sage of the barium. During convalescence the x-ray 
changes return to normal. 

Although duodenal intubation is sometimes dif- 
ficult because of spasm, when a specimen of duo- 
denal contents can be obtained it characteristically 
contains flecks of mucus and cylindrical epithelial 
cells not stained by bile. 

There are seven clinical forms of duodenitis: (1) 
duodenitis secondary to catarrhal jaundice (in 2 
cases verified ahatomically the duodenitis was ac- 
companied by diffuse adenomatosis and jaundice in 
these cases is caused by spasm of the sphincter of 
Oddi); (2) catarrhal duodenitis with jaundice 
(there are about 100 cases verified by autopsy in the 
literature); (3) epidemic catarrhal duodenitis with- 
out jaundice; (4) a pseudoulcerous form secondary 
to peptic ulceration of the duodenum or stomach; 
(5) a hemorrhagic form secondary to infectious proc- 
esses in the gall bladder or ileocecal region; (6) a 
functional form characterized clinically by psychic 
depression, headache, loss of weight, and other 
functional symptoms; and (7) a silent form, which 


is usually not diagnosed until autopsy or at surgical 
exploration. 

There are several important physiologic effects 
of duodenal stasis. There is increased permeability 
of the duodenal wall and increased absorption of 
intestinal contents at that site. The »H of duodenal 
contents which normally is 8 to 9 drops to 4.66 to 
7.05. This decreases the activity of enterokinase. 
There is an increase of the amount of enterokinase 
absorbed into the blood stream. The blood and 
urine levels of trypsin are increased above normal. 
The reflux of bile into the biliary and pancreatic 
ducts may lead to an ascending cholangeitis and to 
pancreatitis. 

Certain cases of cirrhosis of the liver result from 
duodenitis which recurs over a period of years. The 
authors advance two explanations for this: first, 
that the cirrhosis is the result of prolonged stasis in 
the biliary tract and jaundice, and second, that it 
is the result of the absorption of toxic products from 
the duodenum. FREDERICK W. PrEsTON, M.D. 


Two Cases of Rare Malignant Tumors of the Duo- 
denum: Adenocarcinoma and Lymphosarcoma 
(Deux cas de tumeurs malignes rares du duodénum: 
adénocarcinome et lymphosarcome). L. DELOYERS 
and P. BossaErT. Bruxelles méd., 1949, 29: 881. 


The most common form of duodenal cancer is 
adenocarcinoma localizing in the second portion, 
primary cancer of the bulb being exceedingly rare. 
Invading tumors of the second portion are mostly 
secondary to cancer of the head of the pancreas or, 
less frequently, to a carcinoma of the pylorus, in- 
vading the duodenum by lymphatic permeation, 
subserosal spread, or serosal implantation. 

The initial symptoms often simulate duodenal 
ulcer; they are epigastric pain, postprandial distress, 
and pain which radiates to the back and is unmodi- 
fied by antacids. The second symptom of importance 
is occult blood in the stools and a hypochromic ane- 
mia. Sometimes an episode of melena or hematemesis 
is the first alarming symptom. Obstruction is un- 
usual. In several cases there has been noted a pro- 
gressive icterus secondary to pressure on the common 
duct. Roentgenologically, there is a characteristic 
lunar image, or stenosis, and frequently bile cannot 
be obtained by duodenal intubation. 

The authors present a case of adenocarcinoma of 
the duodenum, in which the patient was operated 
upon and died 11 days later with a duodenal fistula. 
They also present a case of lymphosarcoma of the 
duodenun, including a brief general discussion of its 
pathologic characteristics. In general, its clinical 
characteristics are not distinguishable from those of 
adenocarcinoma, except that lymphosarcoma is slow 
to erode its overlying mucosa and may become quite 
large silently, the first symptom being that of ob- 
struction. 

The two diagnostic findings of importance in both 
of these cases were the occult blood in the stools and 
the roentgenological findings. 

Jane C. MacMitran M.D. 
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An Appraisal of Pancreatoduodenal Resection. 
RicHarp B. CaTrett and Lupwic J. Pyrtex. Ann. 
Surg., 1949, 129: 840. 

Fifty-six pancreatoduodenal resections were per- 
formed for carcinoma in the region of the pancrea- 
toduodenal area, and 5 were performed for benign 
disease. Carcinoma in this region may be divided 
into several different groups. In one group there 
were 30 patients with carcinoma of the head of the 
pancreas. The mortality following resection was 
16.7 per cent. In another group, 20 patients with 
carcinoma of the ampulla were operated upon with 
a mortality of 5 per cent. The mortality for the 
entire group of 61 resections was 14.8 per cent. In 
40 per cent of patients, pancreatoduodenal resection 
was done as a one stage procedure, while in 60 per 
cent a two stage procedure was carried out. Among 
27 patients who underwent pancreatoduodenal re- 
section for carcinoma, 30 per cent survived 3 years 
or more. Twenty-five per cent of 12 patients who 
were followed for 5 years or more show no evidence 
of recurrence. The longest period a patient was 
followed was 6 years and 2 months. 

It is pointed out that carcinoma of the head of the 
pancreas has not been cured by pancreatoduodenal 
resection and it is recommended that a more exten- 
sive operation, such as total pancreatectomy, be 
carried out. RICHARD J. BENNETT, JR., M.D. 


Acute Jejunitis (Les jejunites aigues). Ci. OLIVER. 
Presse méd., 1949, 57: 215. 


A woman, aged 70, gave a history of constipation 
for several months and of abdominal pain and vomit- 
ing for several hours. The abdomen was distended, 
and when an upright roentgenogram was made the 
small bowel was seen in a step ladder pattern be- 
neath the diaphragm. A diagnosis of intestinal ob- 
struction was made, and an operation was performed 
the same day. There was free fluid present in the 
peritoneal cavity. The caliber of the small intestine 
was smaller than normal except for two segments 10 
cm. in length, which were dilated to from 2 to 3 cm. 
in diameter. The first of these dilatations was 20 
cm. below the duodenojejunal angle and the other 15 
cm. distal to the first. The walls of these segments 
were red and contained accordionlike folds. The 
mesenteries of these segments were normal. A Witzel 
type of enterostomy was done and the tube was left 
in place for 18 days. Three hundred thousand units 
of penicillin were given daily. The patient made a 
good recovery. 

The author presents this case as an acute form of 
regional enteritis. Since the lesions of acute jejunitis 
are often multiple, it is important to examine the 
entire small bowel at operation. Of 15 cases re- 
ported in detail in the literature, 6 presented mul- 
tiple lesions. In most of the cases free fluid was 
present in the peritoneal cavity. Usually, it was 
clear, but in 7 cases it was purulent; in only 1 case 
was perforation of the jejunum demonstrated. 

Our knowledge of the microscopic appearance of 
these lesions is based on cases in which resection was 


done and on the severe cases which were examined 
at autopsy. The mucosa of the bowel is thickened 
and edematous. Polypoid formations of mucosa are 
common. Mucosal perforations leading to submu- 
cosal abscesses are common. The authors believe 
that the inflammation begins in the submucosal por- 
tion of the bowel wall since the inflammation is most 
marked in this layer. From this layer organisms can 
be obtained in pure culture. 

The illness usually affects otherwise healthy mid- 
dle aged males. Usually the onset is sudden and 
there may be 4 period of diarrhea or constipation 
during the preceding weeks. A sudden severe peri- 
umbilical or epigastric pain is usually the first symp- 
tom. Chills and fecal vomiting soon follow. Usually 
when the surgical consultation is obtained the gen- 
eral condition of the patient is good. Later, if un- 
treated, dehydration, cyanosis, and collapse develop. 
The temperature usually is between 38° and 39° C., 
and the leucocyte count between 10,000 and 20,000. 

Examination of the abdomen in some cases re- 
veals signs of diffuse peritonitis. In other cases a 
mass is palpable in the region of the umbilicus. 
Usually there is abdominal distention and absence 
of peristalsis. 

The author calls attention to a roentgen charac- 
teristic which may be helpful in establishing the 
diagnosis of acute jejunitis. The upright film shows 
configurations along the distended jejunum which 
resemble colonic haustra. Such a distended jejunum 
may be mistaken for the colon, and a barium enema 
to identify the colon may be necessary. 

The author states that there are two indications 
for radical resection: perforation and abscess for- 
mation, circumstances which are very rare. In other 
cases the surgeon has a choice between resection, a 
side-tracking operation, or conservative decompres- 
sion. Often resection may be impossible because the 
involved portion is too close to the duodenojejunal 
angle. Furthermore, the exact extent of the involved 
segment may be difficult to determine and one is 
uncertain how much should be resected. 

Conservative methods of decompression include a 
Witzel type of enterostomy and decompression with 
a Miller-Abbot tube. The use of appropriate anti- 
biotics considerably enhances the effectiveness of 
conservative treatment. 

FREDERICK W. PrEsTON, M.D. 


Spontaneous Paralytic Ileus. W. B. RoANTREE. Brit. 
J. Surg., 1949, 36: 352. 

For many years the occurrence of a distinctive 
form of paralytic ileus has been recognized within 
Mysore State, South India. Thirty-three patients 
with spontaneous paralytic ileus were treated in the 
Kolar Goldfield Hospital, Mysore State, South India, 
during the period between 1936 and 1948. All pa- 
tients were male Indians. One patient had had three 
attacks in 4 years. The diagnosis was proved by 
operation in 12 cases, and a clinical diagnosis was 
made in 21 cases. There were 9 deaths, a mortality 
of 27 per cent. Among the 12 patients operated 
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upon, there were 6 deaths, a mortality of 50 per cent. 
Of the 21 patients treated conservatively, there. were 
3 deaths, a mortality of 14.3 per cent. The extent of 
involvement of the small intestine is variable; in 7 
cases the entire small intestine was involved, and in 
5 cases involvement was but partial. 

The condition in Mysore is believed to be related 
to the inclusion of old millet in the diet. That it may 
be a dietary or a vitamin deficiency, and that it is 
not limited to India, is indicated by Leithauser’s re- 
port (Surgery, Gynecology and Obstetrics, 1948, 86: 543) 
of 6 patients with “atypical adynamic ileus,” 5 of 
whom were cured by the administration of thiamine 
chloride and vitamin B complex in large doses. 
Spontaneous paralytic ileus differs from obstructive 
ileus in that it is characterized by rapidly developing 
paralysis limited to the small intestine, appears 
spontaneously in previously healthy patients, and is 
not associated with operations, peritonitis, mechan- 
ical obstruction or other recognizable causes. No 
bacteriologic etiology has been determined. It is dis- 
tinguished from obstructive ileus by the absence of 
audible peristalsis, the absence of localized pain or 
rigidity, the presence of a subnormal temperature 
with normal or slow pulse rate, and a total and dif- 
ferential white blood count within normal limits. It 
is considered unjustifiable to make the diagnosis of 
spontaneous paralytic ileus in a patient with the 
scar of previous abdominal section, since the treat- 
ment for spontaneous ileus is precisely the opposite 
of that when obstruction is present. 

Treatment, is decompression, fluid replacement, 
and morphine in full doses for its sedative action as 
well as its stimulating effect on activity of the small 
intestine. The average duration of intubation in the 
16 patients who recovered was 65 hours. 

Patients who die do so within 1 to 2 days of onset. 
Death is from oligemic shock incident to the massive 
fluid loss into the intestine. There is no peritonitis. 

FRANK B. QuEEN, M.D. 


The Relationship Between Fibroproductive Appen- 
dicitis, the Terminal Portion of the Ileum, and 
Nonspecific Ileocecal Tumors, as Observed by 
the Author and by Others (Stosunek miedzy 
wt6knotwérczym zapaleniem wyrostka robaczkowe- 
go koficowego) édcinka kretnicy, i nieswoistymi 
guzami kretniczokainiczymi w ewietle obcych i 
wiasnych spostrzezen). JaNuSz PETER. Polski przegl. 
chir., 1949, 21: 101. 


Twelve patients with ileitis terminalis (typhloileitis 
terminalis) were operated upon by the author and his 
colleagues, Wincenty Jabtonski and Antoni Wojtko- 
wiak, in the hospitals of Lublin, Poland, in the period 
from 1935 to 1948. In all of the patients the appendix 
was more or less obviously involved, although a histo- 
logic report on the excised specimen confirming the 
nature of the process could be procured in only two 
instances (1 appendectomy; 1 ileocecal excision). 
The importance of the histopathologic study in these 
patients was nevertheless insisted upon and illus- 
trated by a case report—not included in this series— 


in which the findings at operation were taken to be 
those of an ileitis terminalis and the question was 
debated whether one was to be satisfied with a sim- 
ple appendectomy or proceed to the more radical 
ileocecal excision. Fortunately the latter was done 
and the subsequent microscopic study of the excised 
specimen disclosed the presence of tuberculosis. 

The unvarying presence of appendical changes in 
this material led the author to believe that the ap- 
pendix is the primary seat of the trouble in the vast 
majority of these cases. From this organ the fibro- 
productive infiltration of the submucous connective 
tissue layer, and, to a lesser extent, of the other 
layers of the intestinal wall then spreads to the walls 
of the cecum, first to the area about the appendical 
attachment, and then to the entire cecum and lower 
portion of the ascending colon. Finally, by contigu- 
ity or by intermediation of the retroperitoneal tis- 
sues and lymphatic structures in the angle between 
the terminal ileum and cecum, it spreads to the 
terminal portion of the ileum itself. 

The symptoms in this series of patients were the 
usual colicky pains (preceded, or not, by attacks 
suggesting acute appendicitis), tenderness to pres- 
sure (particularly prominent in the right lower quad- 
rant), debility, fever, alternating periods of diarrhea 
and constipation, blood in the stool, and tumor 
(usually of an oblong shape, tending to lie more or 
less tranversely in the region of the ileocecal junc- 
tion). The tumor tended to be markedly firm in 
texture and exhibited a tendency to spread and in- 
volve the surrounding organs in dense adhesions. 

In the early periods the patients were treated ex- 
clusively by appendectomy with, of course, vigorous 
postoperative medical measures. In recent times 
the more radical ileocecal amputation, followed by 
anastomosis of the ileum to the transverse colon, is 
preferred in spite of the frequently surprisingly good 
results from appendectomy. However, in highly de- 
bilitated patients and in young children the ap- 
pendectomy is still favored as the sole operative 
measure. It is emphasized that, once the abdomen 
is opened, the appendix is always removed, as the 
author believes that a macroscopically normal ap- 
pendix (Zaaijer) may be found to be diseased on 
microscopic study. Joun W. BRENNAN, M.D. 


Ileostomy and Ulcerative Colitis. T. L. Harpy, B. 


N. Brooke, and C. F. HAwKINs. 
1949, 2: 5. 

A method of treatment for ulcerative colitis is sug- 
gested. The method consists of early double-ended 
illeostomy, and the authors are very insistent that 
the presenting double ends be anatomically accurate 
for proper successful postoperative function and care. 

The illeostomy bag consists of thin rubber made to 
fit closely around the proximal stoma with a thin 
metal disc covered with rubber. The bag is attached 
to the abdominal wall by means of rubber latex. The 
dependent part of the bag has an opening through 
which the contents can be emptied as desired. Pre- 
operative care and operative technique are described. 


Lancet, Lond., 
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During the last 10 years ileostomy has been per- 
formed 21 times with 6 deaths. Among the last 9 
patients, only 1 patient has died. Following opera- 
tion, patients have improved nutrition and are men- 
tally and physically better. 

RICHARD J. BENNETT, JR., M.D. 


Diagnosis of Cancer of the Large Bowel. Niet W. 
Swinton, Hucn F. Hare, and Wittiam A. MEIss- 
NER. J. Am. M. Ass., 1949, 140: 463. 


The diagnosis of early cancer of the large bowel 
and the differential diagnosis of benign polyps, di- 
verticulitis, and carcinoma require the closest co- 
operation of the clinician, radiologist, and pathol- 
ogist. 

Over 80 per cent of all patients with malignant 
disease of the large bowel will have associated rectal 
bleeding. This is the most significant symptom of 
cancer of the colon and rectum. The mildly consti- 
pated patient who has been taking an occasional 
laxative for years presents little of significance, but 
if increasing constipation or some other change in 
bowel function has been noted within recent months 
complete studies are indicated. Abdominal pain is 
usually a crampy, colicky-like pain associated with 
varying degrees of obstruction or nodular extension 
of the disease. Ninety-eight per cent of the patients 
with proved carcinoma of the colon or rectum seen at 
the Lahey Clinic complained of bleeding, change of 
bowel habit, or abdominal pain. In addition there 
are other signs and symptoms which may be signifi- 
cant. Unexplained anemia is frequently associated 
with a neoplasm of the right colon. An abdominal 
tumor may have its origin in the colon without asso- 
ciated colon or rectal symptoms. 

The criteria as to when a digital and sigmoido- 
scopic examination of the terminal bowel should be 
done are not adequate for the detection of premalig- 
nant lesions. Only one-third of the patients with 
benign mucosal polyps of the rectum and colon com- 
plain of rectal bleeding. A very small number have 
associated obstructive symptoms. If large numbers 
of these premalignant lesions are to be discovered 
not only must every patient with any symptom re- 
ferable to the large bowel be carefully investigated, 
but sigmoidoscopic examinations must be a routine 
part of every complete general examination. 

The differential diagnosis between benign and 
malignant polyps is, at times, extremely difficult. 
When these tumors are within reach of the examin- 
ing finger the induration, fixation, and firmness of 
malignancy is pathognomonic. Soft nonindurated 
mucosal polyps will rarely reveal any evidence of 
cancer. Usually, however, reliance must be placed 
on the pathologist for the differential diagnosis. 
Biopsy of such tumors can be done as an office pro- 
cedure whenever they can be visualized. In doing 
this there will occasionally be troublesome hemor- 
rhage. The entire polyp, together with its base, 
should be studied histologically before a final diag- 
nosis is established. An increasing number of pa- 
tients are being seen with a tumor of the rectum or 


sigmoid on whom a biopsy has been performed and 
a diagnosis of carcinoma established. A review of 
the microscopic slides of these specimens and re- 
peated biopsies of such tumors have, many times, 
failed to confirm the diagnosis of cancer. The 
authors believe that there may be a tendency among 
pathologists in dealing with polyps in large numbers 
to diagnose some of these borderline lesions as ma- 
lignant a little more often than seems justified. 

In the experience of the authors 42 per cent of the 
polyps have been found to be multiple upon x-ray 
examination. If there is still a question of a lesion, 
particularly a polyp, after the colon is vigorously 
cleansed with 2 ounces of castor oil the night before 
study, fo'' owed by a tap water or saline enema 3 hours 
before the barium enema, a double contrast air en- 
ema of the colon should be considered. 

At surgical exploration the differential diagnosis 
between cancer and diverticulitis of the sigmoid fre- 
quently cannot be established on inspection and pal- 
pation of the lesion. In these instances it has been 
the authors’ policy to carry out a local resection of 
the involved bowel and have an immediate histologic 
examination performed. Further immediate surgical 
steps can be planned accurately on the basis of this 
examination. 

When a polyp is found in the lumen of the colon 
through a colotomy incision, in most instances a 
long pedicle of normal mucosa will be encountered. 
Local excision is adequate for tumors of this type, 
even though ultimate histologic study may at times 
reveal early malignant degeneration. 

Harotp LAvrMan, M.D. 


Perforation of the Rectum. I. D. T. Jones. Brit. 
M. J., 1949, 1: 933- 


Traumatic perforation of the rectum in civilian 
practice is uncommon, as has been demonstrated by 
the author’s collection of only 4 cases among a total 
of 74,000 surgical admissions to the Royal Victoria 
Infirmary during the decade from 1938 to 1947. In 
2 of these perforation occurred as the result of enema 
tip injuries; in 1 case perforation followed sigmoidos- 
copy; and in the fourth case perforation followed 
impalement on a broom handle. 

Perforations of the rectum are either extraperi- 
toneal or intraperitoneal. The rectum is, for the 
most part, unprotected by peritoneum and it trav- 
erses a tissue which is highly vulnerable to infection 
and is difficult of surgical access. The potential 
space, which exists between the pelvic floor below 
and the pelvic peritoneum above, is bounded lat- 
erally by the levator ani and coccygeal muscles, 
anteriorly by the urogenital triangle, and posteriorly 
by the sacrum and coccyx. All of these structures are 
invested by rigid fascial planes and if pus or blood 
distends the so-called infraperitoneal space, expan- 
sion is limited everywhere, except superiorly where 
it communicates with the retroperitoneal space. 

These anatomical details explain the necessity for 
free drainage of the perirectal cellular tissues, in the 
event of perforation, in order to avoid a spreading 
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infection. Adequate exposure of these tissues can 
be obtained by an incision parallel to the side of the 
sacrum and coccyx, dividing the fibers of the gluteus 
maximus near its origin. Coccygectomy is unneces- 
sary and undesirable. The fascia propria of the rec- 
tum must be incised and the perforation, if found, 
should be sutured. However, if the perforation is 
small and not readily seen, it need not be sutured, 
because contraction of the muscle fibers will bring 
the edges together and allow healing. 

It is believed that after any but the most trivial 
injuries, a temporary colostomy should be performed 
to divert the fecal current above the wound. In 
addition, the rectum should be drained from below 
by stretching the external sphincter and stitching 
in a large soft rubber tube; this should reach up for 
an inch or so beyond the level of the perforation. 
The area of the wound should be widely drained 
through the parasacral incision. 

Twenty cases of perforation of the rectal wall by 
enema tips have been reported in the literature. 
They fall into two groups: (1) pregnant women at 
term, and (2) persons from the sixth decade on. 
Perforation of the normal bowel of the conscious 
patient can take place without the patient feeling 
much pain and without the use of much force, and 
this is especially true of the older age group; there 
were 20 of these, more than half of whom were 55 
years of age, or over. Twelve of the 20 cases of 
perforation were extraperitoneal with 5 deaths (mor- 
tality, 41.7%), and 8 were intraperitoneal, with 3 
deaths (mortality, 37.5%). 

The author describes his cases in detail. The 2 
aged patients with perforation resulting from enema 
tips died within 24 hours from fulminating sepsis 
in the retroperitoneal space. The author states that 
treatment should be immediate, and that even a few 
hours delay may be fatal. The patient with per- 
foration. from sigmoidoscopy recovered after drain- 
age and colostomy. The patient with impalement 
also recovered after drainage and colostomy. 

Ernest D. BLOOMENTHAL, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Partial Hepatectomy. RONALD W. Raven. Brit. J. 
Surg., 1949, 36: 380. 


On many occasions the surgeon is confronted with 
the situation of a removable cancer of the rectum, 
colon, or stomach, and metastases localized to one 
area of the liver. In cases of this kind, such an ex- 
tension to the liver need not be a bar to successful 
operation, as a wedge of liver can be excised, or 
partial hepatectomy can be performed. The author 
describes his technique for left hepatectomy. 

The incision is 1 shaped, and the longitudinal 
limb is placed midway between the ensiform carti- 
lage and the umbilicus. The left lobe of the liver is 
mobilized by dividing the left lateral, the coronary, 
and the longitudinal ligaments. The left lobe of the 
liver is then drawn well over to the right, exposing 


the inferior surface. In the transverse fissure of the 
liver are identified the following structures: the left 
branch of the portal vein, the left hepatic duct, the 
left branch of the hepatic artery, and the left vein. 
These structures are all ligated and divided. The 
left lobe of the liver is then removed by dividing the 
liver tissue in an anteroposterior direction with a 
diathermy knife. Peritonization is carried out by 
suturing the longitudinal ligament to the coronary 
and gastrohepatic ligaments. A drain is placed at the 
site of excision and the abdomen is closed in layers. 
The drain is removed in 48 hours. There is usually 
no drainage of bile. 

The article is well illustrated with explanatory 
diagrams. Ey Ettiotr Lazarus, M.D. 


Benign Tumors of the Gall Bladder (Sui tumori be- 
nigni della cistifellea). PretTro MAJONE. Gior. ital. 
chir., 1949, 5: 287. 

Contrary to malignant tumors of the gall bladder, 
benign neoplasms (represented chiefly by adenomas 
and papillomas) are relatively rare. They should be 
distinguished from the papillomatous cholecystitis 
caused by chronic inflammatory processes. 

According to statistics collected from the liter- 
ature, adenomas are encountered in 2.72 per cent and 
papillomas in 4.32 per cent of all gall bladders re- 
moved by operation, while other tumors, such as 
lipomas, myomas, myxomas, and neurinomas occur 
with considerably lower frequency. Benign tumors 
are found mostly in adults, 75 per cent of them in 
women. As to the location of the tumors, the base of 
the gall bladder, its neck, the distal end of the com- 
mon duct, the cystic duct, and the hepatic duct are 
involved in descending order of frequency. In 23 
per cent of the cases multiple stones, and in 15 per 
cent single stones were found. 

Usually the adenoma is the size of a lentil, while 
the diameter of a papilloma is between 3 and 4 cm. 

Benign tumors of the gall bladder mav provoke 
pain, vomiting, and also jaundice, attributable to the 
obstruction of the common duct. 

An adenoma and, more so, a papilloma may some- 
times be detected in roentgenograms. Generally, 
the diagnosis is rarely made before the operation. 

Malignant degeneration of a papilloma is very 
rare. 

In a material consisting of 129 cases in which the 
gall bladder was removed surgically, the author 
found 1 papilliferous adenoma and 1 adenomyo- 
fibroma. Josern K. Narat, M.D. 


The Place of Fistulogastrostomy in the Treatment 
of Total Biliary Fistulas Following Cholecystec- 
tomy (Place de la fistulo-gastrostomie dans le traite-, 
ment des fistules biliaires totales aprés cholecystec- 
tomie). Drcoutx and DevamBEz. Lille chir., 1940, 
20: 72. 


Abundant and persistent external escape of bile 
through the operative wound following cholecystec- 
tomy may have not only a deleterious effect on the 
general health, but may also affect the skeletal sys- 
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tem or cause angiocholitis and even conditions en- 
dangering the life of the patient. Following a review 
of the etiology and symptomatology of this compli- 
cation, it is stressed that conservative measures will 
yield successful results only in cases of conglomer- 
ated calculi or minor degrees of dystonia of the 
sphincter of Oddi. The ideal treatment consists of 
reingestion of the escaped bile, but this is rarely tol- 
erated for any length of time. Measures for improv- 
ing the general health of the patient and for combat- 
ing bile infection are suggested. The effects of bile 
deficiency on the organism and the anatomic aspects 
involved are discussed. 

The five types of operation usually recommended 
for biliary fistula are listed as follows: (1) laterolater- 
al choleduodenostomy; (2) transduodenal papillot- 
omy; (3) implantation of the common duct with 
exact sutures into the jejunum, duodenum, or 
stomach; (4) implantation of the common duct into 
the stomach over a prosthesis; and (5) derivations 
without suture with a prosthesis and omentoplasty. 
The number of cases of each type of operation re- 
ported and the results achieved are indicated. 

Following this brief review of the results of bilio- 
digestive anastomoses, the authors proceed to dis- 
cuss the principles, technique, and especially the late 
results of fistular implantation, including fistular 
implantation with sutures, fistular implantation 
without suture over a buried tube, extra-abdominal 
fistuloenterostomy, and extra-abdominal biliointes- 
tinal derivations. 

Fistular anastomoses should not be attempted 
when the tract is poorly defined or has been injured 
in the course of dissection. However, the operation is 
imperative when hepaticoduodenostomy is not feasi- 
ble even over a rubber prosthesis. It is wise to try 
fistular anastomoses in cases in which previous ef- 
forts to repair the biliary tract have failed, and also 
in cases presenting poor risks for hepaticoduodenos- 
tomy. The simplest operation and that least likely to 
give rise to strictures and infection is anastomosis 
with suture, possibly in one plane over an inner tube, 
or preferably with silk thread traction. A case in 
which this method was used is described in detail, as 
well as a case of total biliary fistula following chole- 
cystectomy, in which fistulogastrostomy resulted in 
cure persisting for 2 years. 

Late results can be evaluated only after the lapse 
of considerable time. Of 29 cases of fistula implanta- 
tion reported by Menciére as cured in 1933, only 14 
could be considered as completely cured after the 
lapse of a year. The authors have collected 33 cases 
from the literature, which were followed up for 
more than a year. Of these, 25 presented a cure 
. (76 per cent), 4 presented recurrences after a year 
(12 per cent), and 4 showed partial cure (12 per cent). 
A very brief statement as to the type of operation 
employed and the duration of cure in each of these 
cases is included. A comparative table shows that the 
corresponding figures following biliodigestive anas- 
tomoses are: 62 per cent were cured, 16 per cent were 
partially cured, and 20 per cent had a recurrence. 


These figures indicate the superiority of fistular 
implantation with respect to late results in cases of 
biliary fistula. This does not imply that this opera- 
tion should be used in all cases. In cases in which it 
is relatively easy to locate the upper end of the 
choledochus and carry it over to the duodenum, as- 
is the case in most recent fistulas, the biliodigestive 
anastomosis of Sullivan-Brewer Wilms is the oper- 
ation of choice. On the other hand, in cases in 
which these organs are difficult to locate because of 
the density of subhepatic adhesions, and in which 
the fistular tract is older and strong enough to 
minimize the danger of rupture during dissection, 
fistular implantation would seem the logical proce- 
dure. Like biliodigestive anastomosis, fistular im- 
plantation is in reality a makeshift, but it should not 
be used as a last resort. It may insure satisfactory 
bile flow and a lasting cure. 

EpitH SCHANCHE Moore. 


Vagal Interruptions in the Treatment of Disturb- 
ances of the Sphincter of Oddi (Les interventions 
vagales dans le traitement de la maladie du sphincter 
d’Oddi). PrerrE MALLET-Guy. Acta chir. belg., 1949, 
3: 128. 


Since biliary hypotonicity has responded well to 
right splanchnicectomy, the author believed that 
vagotomy might prove of benefit in contrary or 
hypertonic disturbances of the biliary tract. In asso- 
ciation with experimental work done by his asso- 
ciates he has been able to study 18 clinical cases of 
hypertonicity of the sphincter of Oddi. These cases 
were subjected to the roentgenographic and mano- 
metric establishment of definite hypertonicity of the 
sphincter. The vagus nerves were then infiltrated 
with novocain. If the hypertonicity was fixed and 
did not respond to vagal block one of the more cus- 
tomary forms of surgical therapy was carried out. 
However, if the hypertonicity was labile and respond- 
ed to vagal block a vagotomy was done. 

Ten cases were found suitable for vagotomy and in 
3 of these the hypertonic sphincter was associated 
with peptic ulcer. The results to date have been ex- 
cellent although the follow-up period is too short for 
final and definite conclusions. 

Epwarp W. Grsss, M.D. 


Experimental Investigation of the Pathogenesis of 
Acute Pancreatitis; Its Provocation by Stimu- 
lation of the Left Splanchnic Nerve (Recherches 
expérimentales sur la pathogénie des pancréatites 
—, Leur provocation par l’excitation du nerf 
splanchnique gauche). P. MALLET-Goy, J. FEROLDI, 
and E. Resout. Lyon chir., 1949, 44: 281. 


Histologic studies of the left portion of the pan- 
creas, which was removed on account of chronic 
pancreatitis, suggested the existence of vasomotor 
disturbances. Inasmuch as the splanchnic nerves 
regulate the vasomotor activity within the pancreas, 
it was logical to interrupt the reflex arc either by a 
local infiltration of the left nerves or by their resec- 
tion. 
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This sympathetic theory explains the genesis of 
recurrences of acute pancreatitis, while the canalicu- 
lar theory suggests factors responsible for the pri- 
mary attack. 

Many authors have considered changes in vascu- 
lar conditions as the cause of acute pancreatitis, and 
have stressed the presence of a stasis of the blood, 
anaphylactic phenomena or ischemia, but have not 
attempted to corroborate their findings by experi- 
mentation. 

The authors performed a series of experiments on 
126 guinea pigs and 18 dogs. They were able to pro- 
voke an acute pancreatitis of varying degrees by a 
brief electric excitation of the left splanchnic nerve 
in guinea pigs, or by a short or prolonged electrical, 
mechanical, or chemical stimulation in dogs. 

An associated anaphylactic shock or a stimulation 
of the pancreatic secretion by alimentation intensi- 
fied the severity of acute pancreatitis. 

A generalized anaphylactic shock alone, or an 
electrical stimulation of the right splanchnic nerve 
(in continuity or distal end), the central end of the 
splanchnic nerves, or of the left vagus nerve (in 
continuity or distal end) failed to produce an acute 
pancreatitis. 

In the author’s opinion, the results of their experi- 
ments place left splanchnicectomy in the treatment 
of acute pancreatitis on a sound physiopathologic 
basis. Josern K. Narat, M.D. 


Radical Pancreaticoduodenectomy. Joun T. Rey- 
— and Herman E. PEARSE. Surgery, 1949, 25: 
15. 

Direct implantation of the duct of Wirsung into 
the side of the jejunum provides a physiologic 
method of re-establishing complete gastrointestinal 
connection after this extensive operation. The use 
of internal splints seems not only to be safe, but to 
be associated with increased technical security. The 


advantage of a dependable technique for the execu- 
tion of this delicate anatomic problem is apparent. 

Two cases in which the pancreatic duct was im- 
planted into the side of the jejunum are reported in 
clinical and anatomic detail. The evidence presented 
is that the duct so implanted achieves a completely 
satisfactory anatomic connection with the jejunal 
mucosa and that the pancreas microscopically ap- 
pears as a normal pancreas. There was no evidence 
of old, recent, or recurrent pancreatitis, nor was 
there any evidence of pancreatic atrophy. Further- 
more, there was clinical evidence that this pancreas 
supplied the intestinal tract with functioning en- 
zymes, as judged by the gain in weight, normal stool 
habit, and consistency. There was no evidence of 
fatty degeneration of the liver. 

Joun J. Matoney, M.D. 


MISCELLANEOUS 


Primitive Tumors and Cysts of the Retroperitoneal 
Space (Sulle cisti e tumori primitivi dello spazio 
retroperitoneale). Maniio Caucci. Amn. ital. chir., 
1948, 25: 816. 

The author reviews the literature and theories 
concerning retroperitoneal tumors and cysts. He 
proposes an embryological classification which he 
considers more useful from a clinical and practical 
point of view. He classifies the tumors into 3 separ- 
ate categories according to the three germinal layers 
from which they arise. The classification also in- 
cludes teratomas, pseudotumors and cysts, and para- 
sitic cysts. 

Four case reports are included: (1) lipoma, (2) 
multiloculated cyst extending into the scrotum, (3) 
an enormous cyst arising from the omentum, and (4) 
a multiloculated serosal cyst with intracystic hemor- 
rhage, infectious in origin, and giving symptoms of 
an acute abdomen. Lucian J. Fronputi, M.D. 
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Inguinocrural Glandular Endometriosis Associated 
with a Rectosigmoid Endometriosis (Endome- 
triose ganglionnaire inguino-crurale associé a une 
endometriose recto-sigmoidienne). PIERRE Brocag 
and JAQuES Boreavu. Gyn. obst., Par., 1949, 48: 5. 


The question of extragenital endometriosis, in — 


spite of the progress made in our study of this dis- 
ease, has not been completely solved. To the num- 
ber of cases already reported, the authors add a case 
of inguinocrural endometriosis associated with recto- 
sigmoid localization of the same tumor. 

The patient presented in this case was a single 
woman, 34 years of age, who sought relief from pain 
in the right inguinal region of about a year’s dura- 
tion. The attacks of inguinal pain had become grad- 
ually more intense and the intervals between the 
attacks had gradually diminished. The pain radiated 
to the hip, thigh, and knee. It greatly interfered with 
the patient’s walking, her ability to stand erect, and 
her sleeping habits. 

The painful symptoms reached their maximum in- 
tensity after the menstrual period had stopped. 
Diminishing almost entirely a few days before men- 
struation, they recurred suddenly on the day that 
the menstrual flow ceased. They would then grad- 
ually subside until time for the next period. 

Physical examination revealed a patient apparent- 
ly in good general condition with a scar in her right 
inguinal region, the site of a right inguinal repair 
performed 10 years previously. Palpation revealed 
an induration immediately under the scar, which 
was sensitive to touch. Deeper there was found a 
fixed, ovoid mass the size of a large fist. The longi- 
tudinal axis of the tumor was parallel to the inguinal 
ligament. Its upper pole extended almost to the 
anterior superior iliac spine, while the lower pole 
descended into Scarpa’s triangle. The contour of 
the mass was smooth. The mass was not especially 
sensitive to palpation. The inferior pole was not 
palpable per vaginam. Vaginal examination re- 
vealed fixed painless retroversion. The cervix was 
normal. The cul-de-sacs were pliable. The patient 
had never had any leucorrhea. Rectal examination 
was negative. 

To determine whether or not the tumor mass was 
connected to the intestinal tract, barium studies 
were carried out. No such connection was found, but 
the rectum was greatly distended and there was a 
persistent atresia of the lower part of the sigmoid. 
The colon was dilated. Rectoscopic examination re- 
vealed nothing abnormal. 

The operation which the patient had undergone 10 
years previously had been performed for the repair 
of a right inguinal hernia. No details of this opera- 
tion could be obtained. The postoperative recovery 
was complicated by phlebitis of the left lower ex- 


tremity, which caused the patient to be confined to 
bed for 66 days. The phlebitis had left her with a 
trophic disturbance of the left lower extremity. After 
the operation the length of the menstrual periods 
was shortened from 8 to 3 days. The amount of 
menstrual flow was greatly diminished. The painful 
phenomena after operation were less severe but 
more constant. 

To determine the nature of the patient’s inguinal 
tumor at the time of her last entry into the hospital a 
biopsy was performed. An inguinal lymph gland 
which was removed revealed the presence of endo- 
metriosis. The characteristic picture was that of 
endometrium gradually invading the gland. As the 
tumor invasion had progressed, lymphoid tissue had 
disappeared and had been replaced by dense con- 
nective tissue in which the endometrial formations 
were included. 

It seems logical to assume that the sigmoid ste- 
nosis was of the same etiology. 

Treatment consisted of the administration of male 
hormones and irradiation of the tumor mass and of 
the ovaries. 

This case calls forth interesting speculations. The 
tumor appeared in the inguinal canal and the first 
operation was probably for the relief of endometrio- 
sis of the round ligament with an associated inguinal 
hernia. It is conceivable that the operative maneu- 
ver may have directly caused an invasion of the 
inguinocrural glands by the tumor cells or may have 
liberated enough of the tumor cells to form a metas- 
tasis in these glands. 

Another unusual feature of this case is the type of 
dysmenorrhea that affected the patient. Usually 
in the case of endometriosis, an acquired dysmenor- 
rhea develops which is often severe, is aggravated 
progressively and is usually delayed. This usually 
occurs during the second or third day of menstrua- 
tion. In the case reported, the pain was delayed and 
appeared after menstruation had stopped. 

At the time of the first operation when the inguinal 
tumefaction was removed, the menstrual period was 
shortened from 8 days to 3 days. It is possible that 
under general anesthesia, the function of the hypo- 
physis was appreciably modified and, in consequence, 
the gonadotropic hormones were also modified. 
After surgical resection in endometriosis, more or 
less permanent menstrual disturbances have been 
noted in similar cases. 

Reduction of the amount of endometrial tissue at 
the time of the first operation provoked a diminu- 
tion of the follicular function. 

It is not impossible that the pelvic phlebitis, the 
presence of which was proved by the phlebitis of the 
left lower extremity, interfered with the circulation 
of the genital area. This circulatory interference 
would naturally interfere with normal ovarian func- 
tion. BLACKWELL MarkuaM, M.D. 
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Cancer of the Cervical Stump Remaining After 
Subtotal Hysterectomy Done for a Benign 
Lesion (Il carcinoma del moncone cervicale residuo 
ad isterectomie subtotali per affezioni benigne). 
Ropotro WEtrsz. Boll. Soc. piemont. chir., 1948, 18: 
162. 


According to the prevailing opinion, approximate- 
ly a year elapses between the start of histologic 
changes in the cervical stump undergoing malignant 
degeneration and its clinical evidence. Therefore, 
only a lesion appearing later than a year after a 
subtotal hysterectomy should be considered a true 
or primary cancer, while earlier changes represent a 
spread of malignant changes from the corpus uteri or 
a pre-existing carcinoma of the neck unrecognized at 
the time of operation. Such lesions are termed 
“carcinoma precox” by the author. 

Of 100 cancers of the cervical neck, from 2 to 7 de- 
veloped in the stump after a subtotal hysterectomy. 
Among 2098 patients who underwent a subtotal hys- 
terectomy for a benign lesion, the author found a 
cancer in the stump in 3 patients, 6, 8, or 10 years, 
respectively, after the operation. In the first case a 
solid carcinoma, in the second a basocellular type, 
and in the third a papilliferous type was found. 

The most popular method of treatment is the ap- 
plication of radium, alone or combined with deep 
x-ray therapy. Josern K. Narat, M.D. 


Hysterography in Cancer of the Corpus Uteri 
(L’isterografia nel cancro del corpo uterino). CARLO 
Porta. Tumori, Milano, 1948, 34: 141. 


The author enumerates the reasons why many 
workers do not use hysterography in the diagnosis of 
cancer of the corpus uteri. They are: (1) fear of 
peritoneal transplantation of the tumor, (2) fear of 
peritoneal diffusion of the inflammatory condition, 
(3) fear of emboli, (4) fear of uterine rupture, and 
(5) the difficulty of technique due to genital mal- 
formations, uterine displacements, and cicatricial or 
neoplastic stenosis of the cervix. 

According to the author these fears are exaggerat- 
ed, provided a correct technique is used. He uses a 
Villard apparatus with an Olivar screw on top. The 
plunger is provided with a micrometric screw with- 
out a manometer. The uterus is filled under roent- 
genoscopic control, after which the patient stays in 
the erect position to avoid peritoneal regurgitation, 
and a roentgenogram is taken. From 5 to 15 c.c. of 
lipiodol (from 20 to 40%) is used. This is preferred 
to uroselectan (30%) because of the lesser adhesive 
power of the latter which causes rapid passage in 
the tubes. 

In no case did the author find any inconvenience 
due to this technique. 

He described the various findings: filling defects, 
hypotonia and erosion of the wall, and alteration of 
the uterine contour. None of these is pathognomonic 
for cancer, but the histological examination will be 
decisive. 

The value of hysterographic study is to see the 
site, extension, and the morphologic and functional 


characteristics of the uterus even after the histologic 
diagnosis of the condition has been made. In most 
of the cases in which”a roentgenographic diagnosis 
of cancer of the uterus was made previous to the 
histological examination, it was later confirmed by 
the latter. 

The author presents some of the cases with illus- 
trations. Josepu P. Cascrno, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Preservation and Restitution of Tubal Patency 
(Sulla conservazione e ripristino della pervieta’ tu- 
barica). Inaco Srriottr and Bruno SALVADORI. 
Riv. ital. gin., 1949, 32: 127. 

In 41 per cent of the cases, tubal occlusion is lo- 
cated in the ampulla, in 25 per cent in the isthmus, 
and in 24 per cent in the parauterine region. Total 
obliteration of a tube and occlusion of the interstitial 
portion are rarities. 

Salpingolysis, salpingostomy, salpingostomato- 
plastic procedures and partial salpingectomy produce 
poor remote results. The recurrent occlusion, which 
can be demonstrated by hysterosalpingography, is 
attributable to a formation of strictures at the site 
of the sutured tissues or to adhesions between the 
tube and the adjoining organs. 

After partial resection of one tube in 8 nulliparous 
or pluriparous dogs the authors performed an end- 
to-end anastomosis over a paraffin tube. Segments 
of the tube from 8 mm. to 3 cm. long were removed 
from the region of the uterine horn. From 14 to 17 
days after the first operation a hysterectomy was per- 
formed. In all cases except 1 the hysterographic 
examination demonstrated the patency of the uterine 
horn. The paraffin tube separates the walls of the 
tube and prevents the formation of internal adhe- 
sions during the process of cicatrization. 

JosepH K. Narat, M.D. 


Clinical and Pathological Studies of Feminizing 
Tumors of the Ovary. FReEpeErRIcK H. FALts, 
Atex B. Racins, and Morris GOLDENBERG. Am. 
J. Obst., 1949, 57: 1107. 


The incidence of feminizing tumors in a series of 
1,622 tumors of the ovary was 3.6 per cent (59 cases). 
The granulosa cell group comprised 1.78 per cent 
and the theca cell group, 1.82 per cent. Thirty-nine 
cases of feminizing tumor of the ovary were avail- 
able for detailed study. The incidence was found to 
be 10 per cent greater than expected in the negro 
race, which was due almost entirely to the increased 
occurrence of theca cell tumor in the negro. Of the 
granulosa cell tumors, 9, or 31 per cent, were malig- 
nant, and the greater number of these occurred in 
the older age group, patients beyond the third 
decade, which indicated conservative surgery before 
this age. The incidence of theca cell tumor was found 
to be 23 per cent greater in the negro race than 
expected. 

Postmenopausal bleeding is not indicative of fem- 
inizing tumor of the ovary until one has ruled out 
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other diseases. On the other hand, feminizing 
tumor of the ovary with postmenopausal bleeding 
may be associated with, and obscured by, other 
pelvic conditions. The absence of postmenopausal 
bleeding does not rule out the possibility of femi- 
nizing tumor of the ovary. 

A case of granulosa cell tumor associated with 
pregnancy in the third trimester is reported. 

Only 1 case of a carcinoma of the body of the 
uterus associated with a feminizing tumor of the 
ovary (theca cell tumor) was noted in this series. 

Joun R. Wotrr, M.D. 


The Syndrome of Meigs, Especially That Seen in 
Ovarian Carcinoma (El sindrome de Meigs, es- 
pecialmente in el carcinoma del ovario). JuAN L. 
Sarpi and Hécror L. Gurxd. Obst. gyn. lat. am., 
1949, 2: 9. 

A case of Meigs’ syndrome with unique charac- 
teristics of development is heré added to the 74 
already reported. Each case is given a brief clinical 
analysis in tabular form and, in addition, each of the 
5 cases of cystadenocarcinoma (including the auth- 
ors’) is described in detail. In the entire material, in 
addition to the 5 cases here cited, there were 62 
(72.2 per cent) patients with solid tumors (usually 
fibromas), 5 with cystic tumors (ovarian cystade- 
nomas), and 8 with cystadenocarcinomas. 

The case reported here for the first time is the only 
example of the syndrome of Meigs encountered 
among 405 ovarian tumors observed at the gyneco- 
logic clinic of A. J. Ahumada in Buenos Aires, Argen- 
tina, from 1931 to 1947, inclusive. The patient was 
a 57 year old married woman with a history of one 
normal delivery and one abortion, who reached the 
menopause at the age of 53 years. For the past 3 
months she had been suffering gross abdominal 
pains, and dyspnea had been present for a month. 
Paracentesis of the abdominal ascites and pleural 
puncture afforded only temporary relief. Aside from 
the bilateral hydrothorax, the roentgen examination 
revealed nothing in the chest or elsewhere. Opera- 
tion disclosed a large cystic tumor attached to the 
left ovary and with lax adhesions to the bladder, 
uterus, and loops of intestine. There was no evidence 
of metastases anywhere. The tumor, together with 
the left tube and ovary, was removed. Histologic 
examination disclosed a cystic cilioepithelial carcino- 
matous blastoma with extensive areas of autolysis. 

Following operation the hydrops in the pleural 
cavities disappeared rapidly and did not then recur. 
The patient left the hospital in 20 days and re- 
mained perfectly well for nearly 2 years. 

After this period of well-being the patient returned 
to the clinic with renewed ascites and pains and 
other clinical features much the same as in the pre- 
vious period. She was reoperated upon and a large 
cystic tumor with attachment to the right ovary was 
removed together with the uterus and the adnexa on 
the right side. 

The original cyst had been unilocular and filled, in 
addition to presenting papillary, friable masses of 


tumor tissue and a serosanguineous fluid. The present 
cyst was bilocular, the one cavity being occupied by 
a fleshy, friable, papillomatous formation with some 
areas of necrobiosis, the other being smooth-walled 
and containing a serous liquid and some fibrinous 
deposits. Histologic examination proved this cyst to 
be an anaplastic type of cilioepithelial carcinomatous 
blastoma of the same general character as the pre- 
vious tumor. 

A year after the second intervention the patient 
was re-examined and was found to be clinically cured. 

j Joun W. BRENNAN, M.D. 


EXTERNAL GENITALIA 


Vaginal Alterations in Total Hysterectomy (Le 
modificazioni della vagina nelle isterectomic totali), 
Mario BIANCHI. Quad. clin. ostet. gin., 1948, 3: 502. 


The author discusses the different opinions con- 
cerning the alterations of the vagina following total 
hysterectomy. The most important factor is the 
cessation of ovarian function which frequently oc- 
curs even when the ovaries are not removed, especial- 
ly in women between 35 and 50 years old. The 
author studied 35 women who had been hysterec- 
tomized. Twenty were followed up periodically 
during the first year after the operation; 15 were 
followed up during a period varying from 3 to 7 
years after the operation. In the first group the con- 
trol was done monthly by vaginal smears and, if 
necessary, by biopsy; the bacterial flora was ex- 
amined as well as the glycogen content of the cells 
and the length of the vagina. 

In the patients of the second group, a control was 
done before and after the eventual hormonal therapy. 

The author believes that the vaginal shortening is 
due more to imperfect operative technique than to 
retraction. If the fornices were incised even to the 
portio insertion on the vagina, no shortening was 
observed. In 3 cases the author found granulation 
buttons at the point of the catgut sutures. In no 
case were there alterations of the pelvic floor. In 2 
cases there was dyspareunia; in 1 case it was due to 
narrowing of the vulvar ostium, and in the other 
to adhesions of the remaining ovary on the vagi- 
nal vault. 

In 28 cases in which both ovaries were removed, 
subjective and objective vaginal changes were found. 
Generally the symptoms started in the third month 
following the operation and consisted of itching, 
slight burning, and leucorrhea, and after another 
month, the general symptoms of the menopause 
were present. 

After 6 months the vaginal mucosa showed the 
basal layer to be prevalent; the glycogen was di- 
minished, the white blood cells were still abundant, 
but the Doederlein bacillus was decreased. The 
biopsy showed a picture of follicular paucity with 
prevalence of the basal layer and little varied strati- 
fication. 

In the sixth month the vagina became red in most 
of the cases which signified that the trophism was al- 
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tered trophism. In 2 cases the same condition ap- 
peared in the third month. 

In 4 patients from whom the ovaries were not re- 
moved, the same picture of hormonal insufficiency 
appeared—in 2 in the third month, and in the other 
2 after the sixth month. 

In 9 of the patients followed up for the first year 
simple local hormonal therapy with estrogen oint- 
ment, with or without slight oral therapy, relieved 
the symptoms. In 3 patients estrogen implantation 
was required. In 10 women there was a sympto- 
matological relapse at the moment of discontinuance 
of the therapy especially because of the vaginal con- 
dition. In the patients followed up 3 years, similar 
hormonal treatment was prescribed. Definite im- 
provement of the vaginal condition was noted in 
all of them. 

The author believes that all of the trophic changes 
were due to disturbed hormonal function. 

After hysterectomy, with or without oophorec- 
tomy, he implants estrogen subcutaneously. In 
cases of malignant tumors the estrogen is replaced 
by testosterone. JosEepu P. Cascrno, M.D. 


MISCELLANEOUS 


A Contribution to the Subject of the Gynecological 
Manifestations of Nicolas-Favre Disease (Con- 
tributo allo studio delle manifestazioni della malattia 
di Nicolas e Favre in ginecologia). MAr10 PacLiaRI. 
Ginecologia, Tor., 1949, 15: 154. 

Two cases of lymphogranulomatosis in middle- 
aged married women are reported. The first patient 
had married at 29 and was infected by her husband 
with syphilis 4 years later. She had been adequate- 
ly treated and at no time later was there any evi- 
dence of syphilis. When 32 years old the present 
ailment apparently began as an anal fistula with 
moderate but continuous purulent secretion. When 
37 years of age the patient presented a typical 
picture of genitoanal elephantiasis (esthiomene; 
Jersild syndrome). The reactions of Daranyi and 
of Frei were strongly positive. Biopsy of an in- 
guinal gland at this time exhibited the typical his- 
tological findings of poroadenitis. Two years later 
there was present marked thickening of the walls 
of the rectum. The rectal columns (Morgagni) were 
markedly involved. The thickening was in the form 
of a fibrous annular stenosis of the rectum about 6 
cm. above the anus. This prevented a more exten- 
sive digital exploration of the large intestine. In 
addition to the anal and rectal findings, there was 
also a firm palpable mass in the lateral and posterior 
region of the left vaginal fornix. This mass was ad- 
herent to the uterine cervix, forming almost a single 
mass with it. The roentgen examination disclosed 
the diminution of the rectal lumen and a certain 
vagueness of outline, which suggested a rigidity re- 
sulting from a sclerosing infiltrative process of the 
wall. The final diagnosis was rectal stenosis with 
0 aa parametritis on a lymphogranulomatous 

asis. 


In the second case reported the complaint was a 
difficulty in defecation, especially trouble in getting 
the enema fluid past a hindrance in the upper region 
of the rectum. There was no other evidence which 
would give a hint as to the cause of the trouble. 
Vaginal examination disclosed in the left fornix an 
adherent and indistinctly demarcated mass, which 
was of the size of an adult fist. 

Laparotomy disclosed the fist-sized mass, chiefly 
adherent to the pelvic walls, sigmoid colon, and up- 
per rectum. The rectum was stenotic. The indura- 
tive process involved the broad ligament more or less 
in toto. A preternatural anus was made in the left 
flank and energetic treatment with sulfonamides, 
antimony, and electrotherapy was instituted. 

Two years after this first operation roentgen ex- 
amination disclosed some apparent alleviation of 
the stenotic condition and a second operation was 
done to get rid of the artificial anus. At this time 
the colon high up, just under the artificial anus, was 
found to be also thickened and sclerotic. The am- 
pulla of the rectum was incorporated in tenacious 
and sclerotic adhesions which also included the 
uterus, posterolateral wall of the urinary bladder, 
and left adnexa. Some tissue was excised from this 
intrapelvic mass and an antigen was prepared by 
the method of Franchi. This gave positive Frei 
reactions for both the patient herself and her hus- 
band (crossed reaction). 

From his experience with these 2 instances, and 
from his study of the literature on the subject, the 
author emphasizes the importance of earlier recog- 
nition of lymphogranulomatosis, especially in its 
aberrant forms, in order that the new drugs (sul- 
fonamides, penicillin, streptomycin) may have a 
better chance to work a restitutio in integrum in 
this condition. Therefore it is recommended that 
the Frei reaction be performed on every gyneco- 
logic condition with obscure etiology. 

Joun W. Brennan, M.D. 


Operation for Stress Incontinence. Witrrep SHaw. 
Brit. M. J., 1949, 32: 1070. 


It is the view of the author that stress incontinence 
is in most cases due primarily to damage or loss of 
tone of the endopelvic fascia which lies between the 
urethra and the anterior vaginal wall. This ligament 
he calls the posturethral ligament. With this view in 
mind he describes an operation which is designed to 
replace the weakened posturethral ligament by a strip 
of fascia lata taken from the thigh. It is important 
that the cases selected exhibit stress incontinence 
and not merely urgency and frequency, and that any 
neurological cause be excluded. 

A strip of fascia lata not more than 7 inches and 
not less than 6 inches in length, and so shaped that 
it is 1.5 inches in diameter in the middle and one- 
third inch in diameter at the ends, is taken from the 
thigh. The anterior vaginal wall is then incised in 
the midline from one-third inch below the meatus to- 
ward the cervix. A lateral incision is then made on 
each side at the end of the incision near the meatus 
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Fig. 1 (Shaw). The incisions in the vaginal wall. A mid- 
line incision starts about one-third inch away from the 
urethral meatus. An incision is made on each side from the 
meatal end of the incision. 

Fig. 2. The lateral flaps are dissected away and the 
urethra and the neck of the bladder are mobilized. The 
diagram shows the position of the incisions made through 
the pubococcygeus muscle on each side of the urethra. 

Fig. 3. The fascia lata strip sutured into position. The 
upper margin of the strip is stitched to the circular ring of 


and extending toward the pubic rami (Fig. 1.). 
These two triangular flaps are then dissected away 
to expose the urethra along the whole of its length, 
with the neck and base of the bladder. (Fig. 2). 
The middle of the upper margin of the fascial strip 


is then sutured to the ring of vaginal wall which sur- 
rounds the meatus. The posterior margin of the 
sling is sutured to the neck of the bladder, to the 
upper margin of the posturethral ligament, and to 
the vaginal wall (Fig. 3). 

In this manner the sling supports the neck of the 
bladder and the whole length of the urethra. The 
lateral ends of the fascial strip are attached to the 
pubis in the following manner: 

An incision is made on the inner side of the labia 
majora. The pubococcygeus muscle is cut near the 
anterior attachment. A finger is introduced through 
the scalpel incision and the retropubic space opened. 
A vertical incision is then made through the skin of 
the labia and carried down until the bone is exposed. 


the vaginal wall left near the meatus. The sutures are not 
passed through the muscle wall of the urethra. At the 
other side of the fascia lata strip the sutures are introduced 
between the fascia lata and the front of the cervix. If the 
bladder cannot be sufficiently mobilized, this part of the 
fascia lata strip is stitched both to the posturethral liga- 
ment and to the anterior vaginal wall. 

Fig. 4. Showing the mode of action of the strip of fascia 
lata. It pulls the urethra and bladder neck forward and at 
the same time draws up the meatal end of the urethra. 


A drill hole one-half inch in diameter is made 
through the pubic bone. Curved forceps are then 
passed through the skin incision, through the drill 
hole, and into the incision in the pubococcygeus ten- 
don, and the appropiate end of the fascial sling is 
grasped and withdrawn so that the end of the sling 
appears through the skin incision in the labium 
majora (Fig. 4). A self-retaining catheter is inserted 
and the procedure repeated on the opposite side. 
By drawing up on the sling a supporting hammock 
for the urethra is formed. The ends of the sling are 
sutured with catgut material to the tendinous tissues 
in the vicinity of the bore holes. Excess anterior 
vaginal tissue is trimmed away, and the vaginal wall 
is reapproximated. Antibiotics and sulfonamides are 
given to prevent osteomyelitis. 

In a series of 35 cases no osteomyelitis, or bladder 
or urethral fistulas have developed, and the results 
have all been satisfactory. 

Ety Exuiott Lazarus, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


The Lower Uterine Segment. D. N. DANnrortH and 
A. C. Ivy. Am. J. Obst., 1949, 57: 831. 


In a previous article, it was shown that the so- 
called “isthmus uteri” is a variable segment whose 
boundaries are poorly defined and whose intrinsic 
structure does not differ significantly from the re- 
mainder of the corpus. The changes during preg- 
nancy are similar in both segments of the uterus. 
Through the fifth month of pregnancy it was not 
possible to distinguish the point of junction of the 
isthmian segment with the corpus. 

In a still earlier study of the Rhesus monkey dur- 
ing labor, the findings suggested that the lower 
uterine segment actually underwent shortening, in- 
stead of elongating during the first and second stages 
of labor as it is commonly believed to do. 

Since the present understanding of the lower uter- 
ine segment is incompatible with these observations, 
the authors propose to present a working hypothesis 
which includes the factual observations, and cer- 
tain inferences which are not based on fact will be 
deleted. 

In the present concept, the lower uterine segment 
takes its origin from the isthmus uteri of Aschoff. 
This was originally defined as an area from 6 to 10 
mm. long, interpolated between the cervix and cor- 
pus, bounded superiorly by the constriction in the 
lumen (the anatomic internal os) and inferiorly by 
the point of transition from the endocervical to the 


isthmian type of mucosa (the histological internal 
os). Lengthening of this segment and dilatation 
down to the histologic internal os during pregnancy 
makes this isthmian wall form the lower portion of 


the ovum chamber. The site of the obliterated 
anatomic internal os is said to be marked by a thick- 
ening of the musculature and has been designated 
as the physiologic retraction ring. This ring remains 
until the termination of pregnancy and divides the 
uterus into upper and lower uterine segments. This 
lower segment is not only thinner at the end of 
pregnancy but becomes thinner during labor and is 
the site of rupture of the uterus in cases of obstructed 
labor. In contrast, this upper segment becomes 
thicker as labor progresses. The lower segment is 
said to be passive in labor and the thinning is pre- 
sumed to be due to longitudinal stretching, this pre- 
sumption being based on the gradual rise of the 
physiological retraction ring. 

The term “‘brachystasis,” in which condition the 
muscle fibers become shorter and thicker without 
losing tension, has been coined to describe what 
occurs in the upper segment. The term “mecystases” 
connotes an internal fixation in which the muscle 
fiber lengthens with each contraction without losing 
its tension, and this is supposed to occur in the 
thinner lower segment. 


The authors distinguish the factual observations 
from the inferences. 

Factual observations: 

A. Before labor the lower uterine segment is often 
thinner than the upper, the transition often being 
abrupt in the “physiologic retraction ring.” 

B. The lower segment becomes progressively thin- 
ner during labor. 

C. The upper segment becomes progressively 
thicker during labor. 

D. The junction between the two segments ad- 
vances cephalad as labor advances. 

E. In obstructive labor the uterus ruptures 
through the thinner lower uterine segment. 

The authors have since added to the above fac- 
tual observations: 

F. The physiological retraction ring is not present 
until the last half of pregnancy. 

G. The upper and lower uterine segments above 
the cervix do not differ structurally. 

H. Studies on the Rhesus monkey show that the 
lower segment shortens during the first and second 
stages of labor. 

I. In normal labor the lips of the cervix rise in the 
pelvis and reach the plane of the inlet at full dilata- 
tion. 

The authors believe that the following hypotheses 
may be deleted since they are not based on observa- 
tion: 

A. The lower uterine segment takes its origin 
specifically from the isthmus uteri of Aschoff. 

B. The lower uterine segment is a passive struc- 
ture in labor. 

The suggested hypotheses of the authors involve 
the derivation and boundaries of the lower uterine 
segment. The authors state that since it has been 
shown that the cervix is basically a fibrous structure, 
this structure defines the lower border of the lower 
uterine segment. The upper border is less obvious 
and is not present up to the fifth month of preg- 
nancy. It is defined as an indefinite location along 
the uterine wall below which circumferential dilata- 
tion must occur, and it is dependent on the size and 
elevation of the presenting fact. 

The physiological behavior of the lower uterine 
segment during labor is quite likely the same as that 
of the upper segment, i.e., brachystasis, except that 
because of dilatation around the presenting part the 
wall becomes thinner instead of thicker, but it 
definitely shortens. From this point on, if no ob- 
struction intervenes, the delivery could be accom- 
plished by gravity, but even the soft parts offer some 
resistance. The force of the upper segment contract- 
ing fully against the uterine supports terminates 
the delivery in the normal case. 

The authors, therefore, believe that only in ob- 
structed labor does the lower uterine segment elon- 
gate. Byrorp F. HEsKeEtt, M.D. 
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Vasculorenal Manifestations During Pregnancy; 
Clinical, Pathogenic, and Therapeutic Study 
(Les manifestations vasculorénales au cours de la 
gestation; étude clinique, —— thérapeu- 


tique). H. VERMELIN an 


M. Ripon. Gyn. obst., 
Par., 1949, 48: 117. 


The authors designate these manifestations by the 
term of dysgravidism which corresponds better to 
their concept of the determination of accidents in 
which renal involvement is a warning symptom, and 
indicates the importance of the gravidic disequilib- 
rium. The renal syndromes of dysgravidism differ 
from the real nephritides associated with pregnancy. 
In the first, the kidney is the temporary victim of an 
aggression that is not aimed at it exclusively; in the 
second, the kidney presents a decrease in one or more 
of its functions that is often irreversible and renders 
it incapable of adapting itself to the requirements of 
the pregnant organism. The best method of dif- 
ferentiating a dysgravidic nephropathy from an 
acute or chronic nephritis associated with pregnancy 
is by means of the phenolsulfonphthalein elimina- 
tion test (6 mgm. in 70 minutes). 

Ina 5 year study made at the Obstetrical Clinic of 
Nancy, the dysgravidic syndromes were classified as 
follows: (1) simple monosymptomatic forms: simple 
gravidic albuminuria, 27 per cent; isolated edema, 4 
per cent; solitary hypertension, 4 per cent; (2) mixed 
hypertensive forms, 23 per cent; (3) eclampsia, 20 
per cent; (4) retroplacental hemorrhage, 7 per cent; 
(5) special forms, 9 per cent (depending on the course 
of pregrancy and on the clinical aspect of the case); 
and (6) recurrent forms, 5 per cent. The study 
showed that the dysgravidic vasculorenal disturb- 
ances must be considered as functional disorders 
caused in primiparas by lack of adaptation of a 
healthy organism to the intrinsic changes imposed 
upon it by the pregnancy. 

The acute or chronic nephritides which are not 
due to the coexisting pregnancy must be compared 
with the preceding forms because of their influence 
on pregnancy and the repercussion of pregnancy on 
their evolution. They are three to four times less 
frequent than the dysgravidic syndromes. Their 
clinical aspects and frequency of occurrence are as 
follows: (1) nephritides acquired during pregnancy: 
(a) renal involvement complicating urinary infec- 
tions, 9 cases (1 in 1,100 pregnancies), (b) common 
acute nephritides, 4 cases (1 in 2,500 pregnancies), 
(c) lipoid nephritis and nephrosis mixed, 2 cases (1 in 
5,000 pregnancies) ; (2) chronic nephritides, 15 cases 
(1 in 650 pregnancies). In the latter there was a ma- 
ternal mortality of 7 per cent, a fetal mortality of 
40 per cent, and the renal lesion was definitely in- 
creased in half of the cases. 

In the moderate forms of dysgravidic manifesta- 
tions, a hygienic dietetic treatment suffices provided 
that the evolution of the symptoms is closely watch- 
ed to prevent any change into a paroxysmal form. 
The organism must be at rest physically and func- 
tionally. Diuretics are useless. The quantity of 
fluids absorbed should not exceed the urinary out- 
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put. In marked edema moderate doses of thyroid 
extract are indicated. 

In the paroxysmal forms, when pre-eclamptic signs 
are present, rest in bed and absolute water diet are 
indicated until the danger is passed. When con- 
vulsive crises threaten, the medical treatment of 
eclampsia must be used preventively; the authors 
use at least 25 c.c. of a 20 per cent solution of magne- 
sium sulfate intravenously, and this has an im- 
mediate effect on the convulsive attack, inducing 
physical relaxation with somnolence and characteris- 
tic fall of the arterial pressure; when the latter again 
reaches its previous level after from 2 to 4 hours, a 
second injection generally stops the attacks alto- 
gether. Occasionally, the severity of the vasculo- 
renal involvement has led the authors to use bilateral 
novocain infiltration of the splanchnic nerves. 

In retroplacental hemorrhage the most pressing 
problem is rapid hemostatic evacuation of the 
uterine cavity. The dysgravidic manifestations re- 
gress spontaneously with the appearance of the 
hemorrhagic incident. RicHARD KEMEL, M.D. 


Carcinoma of the Cervix Concomitant with Preg- 
nancy. Marvin G. Sapucor, JAMES P. PALMER, 
and MELVIN C. REINHARD. Am. J. Obst., 1949, 57: 
933- 


A review of 4,652 cases of carcinoma of the cervix 
observed during the years 1917 to 1947 shows that 
124 or 2.6 per cent of the women were pregnant or 
had been pregnant within a year preceding admis- 
sion. Thirty-six women were pregnant at the time of 
admission. In the remaining 88, carcinoma of the 
cervix was diagnosed during the postpartum period 
which ranged from 2 weeks to 1 year. 

Approximately 22 per cent of the patients were 
less than 30 years of age, 62 per cent were between 
the ages of 30 and 4o years, and 15 per cent were 
past 40 years of age. Eleven and two-tenths per 
cent of the patients were primiparas. There were 39 
women in the first trimester of pregnancy, 11 in the 
second trimester, and the remaining 73 were in the 
last trimester. The initial symptom was vaginal 
bleeding in 73 per cent and abnormal vaginal dis- 
charge in 19 per cent. In 8 per cent the cancer was 
asymptomatic and discovered during routine exam- 
ination. The duration of symptoms was found to be 
much shorter than in women with cancer of the 
cervix without pregnancy. There were 120 cases of 
squamous carcinoma, 2 of adenocarcinoma, and 2 of 
adenoacanthoma. 

All patients were treated by irradiation, although 
the technique and dosage varied considerably during 
the interval of this report. Carcinoma of the cervix 
associated with pregnancy should be treated without 
regard for the fetus unless viability is certain. If the 
diagnosis has been delayed until viability is prob- 
able, the patient should be subjected to cesarean 
section without hysterectomy and receive irradiation 
therapy as soon as her general condition permits (10 
to 14 days). Usually spontaneous abortion occurs at 
about the third week of external radiation. Radia- 
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tion therapy consists of external radiation for a total 
of 4,000 roentgens within 45 days. Immediately fol- 
lowing completion of the external irradiation, radium 
is applied in the cavity for one treatment period. The 
results show an almost identical cure rate for car- 
cinoma of the cervix associated with pregnancy as 
compared to that for carcinoma of the cervix without 
pregnancy. 

The distribution of clinical stages of carcinoma of 
the cervix associated with pregnancy is almost iden- 
tical with that in the nonpregnant cases. This shows 
that prenatal and postpartal examinations have been 
neglected and as a result the disease has not been 
discovered in its early stages. It is recommended 
that all patients showing any abnormal symptoms 
during pregnancy should have a thorough vaginal 
examination, regardless of the stage of pregnancy. 
All postpartum patients should have repeated exam- 
inations after the structures have returned to normal. 
It is believed that such examinations would result in 
the treatment of cervical carcinoma during the early 
stages of the disease with a definitely improved cure 
rate. GrorcE Brinicx, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Gangrene of the Breast During Lactation (Les gan- 
grénes du sein pendant la lactation). Ravina and 
JAMAIN. Gyn. obst., Par., 1949, 48: 49. 


Among the many pathological conditions in which 
the prognosis has been greatly affected by the ad- 
dition of penicillin to the therapeutic armamentari- 
um, is gangrene of the breast. This condition, al- 
though comparatively rare, was formerly often fatal 
and in all cases was an important problem from the 
esthetic point of view on account of the mutilated 
condition in which the breast was left in the cases 
in which recovery took place. 

A case of gangrene of the breast during lactation 
in a 23 year old primipara is reported by the au- 
thors. The patient had a normal delivery. 

On the thirteenth day postpartum, the patient 
began to suffer pain in her right breast. A few 
fissures in the skin of the breast were the only signs 
noted. The following day, chills and fever devel- 
oped; the breast pain increased and the skin of the 
lower portion of the breast became red and swollen. 
Abscess of the breast was diagnosed and an incision 
into the diseased area was made. Following the 
operation, at which no abscess was found, the pa- 
tient continued feverish and only a serosanguineous 
discharge came from the operative wound. The 
skin around the incision became gangrenous. The 
patient was given antigangrene serum hypodermi- 
cally and sulfa drugs by mouth. 

On the fourth day after operation, penicillin in- 
jections were administered, both locally in the area 
of the gangrene and intramuscularly. The patient’s 
general condition improved. 

On the twelfth day after operation, under chloro- 
form anesthesia, the old operative wound was dé- 
brided. Penicillin was given locally and intramus- 
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cularly and sulfa drugs were given by mouth. The 
gangrene of the skin of the breast persisted. 

Thirty-two days after the first operation, a third 
operation was performed under general anesthesia, 
at which time the gangrenous skin was resected. 
The use of penicillin and sulfa drugs was continued. 

Forty-six days after entry into the hospital, the 
patient was discharged as well, and the scarring of 
the skin on her breast was very slight. A total of 
5,440,000 units of penicillin had been given intra- 
muscularly and 300,000 units, locally. 

Gangrene of the skin of the breast is rare. It 
occurs during lactation. It is of exogenous origin. 
It occurs alike in primiparas and multiparas. The 
lesions may be unilateral or bilateral. 

The gangrene usually involves only the cutaneous 
covering of the breast, but in extensive cases the 
breast tissue itself may be involved. 

The organisms are varied. Usually streptococci 
and staphylococci are the causative agents. 

Clinically, this form of extensive gangrene of the 
breast occurs from 10 to 12 days postpartum. There 
is no history of injury. The delivery and post- 
partum course is normal. The symptoms occur 
suddenly as an infection of the breast or lymphan- 
gitis. Fever is usually high. The breast is tender 
and the overlying skin is red. There is a serious 
change in the patient’s general condition. Chills, 
fever, profuse sweating, anxiety, light cyanosis of 
the face, and a thready pulse always occur. The 
breast pain is severe and unaffected by local appli- 
cations. 

Diagnosis is uncertain until the gangrene appears. 
Premature incision with discovery of no abscess 
strengthens the diagnosis. 

Formerly, the grave clinical condition and lack 
of efficacious therapeutic measures necessitated wide 
débridement of the skin with secondary axillary in- 
cision, or even amputation of the breast had to be 
resorted to in order to bring about a cure. In spite 
of these measures, according to published reports, 
death supervened in a large majority of cases. 
Cardiovascular failure occurred. 

The use of penicillin in the treatment of this 
condition has completely changed the picture. In 
cases in which the sulfa drugs have failed, penicillin 
injected locally and intramuscularly has brought 
an improvement in a few hours. An arrest of the 
spread of the gangrene and prevention of axillary 
involvement has been produced by the use of this 
drug. Surgical mutilation has also been avoided. 

BLACKWELL MARKHAM, M.D. 


NEWBORN 


The Sequelae of Obstetrical Paralysis of the Bra- 
chial Plexus (Superior Type) (Considérations sur 
les séquelles des paralysies obstétricales du plexus 
brachial (type supérieur). Grorcrs Faucire. Rev. 
fr. endocr., 1949, 4: 127. 


An attempt is made to determine from a study of 
cases of paralysis of the brachial plexus, treated in 
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the past few years at the Orthopedic and Electro- 
radiology Services of the Children’s Hospital in 
Bordeaux, whether the functional prognosis in ob- 
stetrical brachial paralysis is as good as the literature 
would suggest. The innervation of the involved 
muscles is described. According to Bourguignon, the 
deltoid and supinator longus are by far most fre- 
quently affected, the biceps being only slightly af- 
fected or not at all. The supinator brevis is also 
involved, the triceps more than the biceps. More 
careful consideration should be given to the part 
played by retraction of the antagonist muscles. The 
29 children in the present series had complete 
clinical and electrical examinations and had been 
followed up for several years. There were 7 breech 
and 22 vertex presentations. In all cases a dystocia 
of the shoulders, even though slight, was manifest. 
In 25 cases there was paralysis of the upper radicu- 
lar type, in 3 total paralysis, and in 1 case bilateral 
superior paralysis. 

The author still believes obstetrical trauma to be 
an important etiological factor in spite of the em- 
phasis by other writers on the significance of central 
lesions associated with peripheral lesions, and of 
spinal lesions. The old theory of elongation of the 
roots of the plexus during traction cannot be dis- 
regarded. All of the patients in the present series 
showed paralysis of the elevators of the humerus, 
with resulting lowering of the stump of the shoulder 
and paralysis of the external rotators. The flexors 
of the forearm were involved in two-thirds of the 
cases, and in particular the supinator longus. Hy- 
potonicity of the biceps was noted frequently and 
the triceps also was occasionally affected. In 5 cases 
there was slight flexion of the forearm on the arm 
with the fingers occasionally, but not always, flexed 
in the palm. In all 29 cases there was internal rota- 
tion, and in 14 cases, flexion of the thumb alone in 
the palm. Only 1 case of cervical paralysis was ob- 
served in association with paralysis of the right 
upper limb. There was no swelling, hematoma, or 
edema in the supraclavicular cross in any case, but 
2 fractures of the humerus and 1 fracture of the 
clavicle coexisted with the paralysis. Associated 
nerve and bone lesions are rare. 

Even in the cases of simple paresis, electric exami- 
nation during the days or weeks following birth 
always showed a reaction of degeneration in direct 
relation to clinical severity. This reaction is most 
marked in the deltoid and supinator longus. In the 
flexor group there was more hypoexcitability than 
inexcitability. Conclusions are difficult since the 
results of electric examination differ in individual 
muscles. 

The majority of writers consider the course of 
obstetrical paralysis to be benign, the superior paral- 
ysis subsiding gradually. Thomas has stressed the 
uncertainty of the course and that prognosis is less 
favorable than most writers believe. In the present 
series results were good in 8 cases and mediocre in 21 
cases. Many of the children had been treated elec- 
trically or by massage, had worn orthopedic ap- 


pliances, or had been subjected to osteotomies, detor- 
sion, or even arthrodesis. 

Of 21 patients with pronation, 13 had been follow- 
ed up to 3 years of age, when they still presented 
inward rotation. Eight patients were seen when be- 
tween 9 and 14 years of age and showed very marked 
inward rotation, limited abduction, and more or less 
marked muscular atrophies. The 8 patients with 
good results presented 3 complete recoveries; 5 had 
marked improvement with almost complete correc- 
tion of the inward rotation and the possibility of 
abduction. In.4 of 13 children followed up to 3 
years of age, a total reaction of degeneration was 
found, and in 5 others, manifest hypoexcitability. In 
8 children followed up to the age of 14 years the re- 
action of degeneration was quite clear and often 
marked. 

This persistence of the reaction of degeneration as 
concerns the deltoid is contrary to the findings of 
Masmonteil and his coworkers, who attribute the in- 
ability to raise the arm to a lack of equilibrium be- 
tween the internal and external rotators. In obstet- 
rical paralysis there is a paradoxical contraction of 
the external rotators, and the deltoid, without being 
paralyzed, is mechanically unable to contract. End 
results are therefore far less favorable than the 
literature would imply. Abolition of external rota- 
tion causes backward subluxation of the head of the 
humerus, with changes in the epiphyseal nucleus 
which result in more or less marked deformity of 
the joint. Epira ScHANCHE Moore. 


MISCELLANEOUS 


Study of Some Nonspecific Reactions of the Plas- 
matic Proteins and of the Variations of the 
Minimal Hematic Sediment in the Pregnant 
Woman at Term and in the Puerperal Woman; 
Application to the Diagnosis and Prognosis of 
Puerperal Phlebitis (Etude de quelques réactions 
non spécifiques des protéines plasmatiques et des 
variations du sédiment hématique minimal chez la 
femme enceinte a terme et chez l’accouchée; applica- 
tion au diagnostic et au pronostic de la phlébite du 

t-partum). E. Léivy-Soat, J. BADIN, and Mme. 
OBERT-VENES. Gyn. obst., Par., 1949, 3: 225. 


The authors investigated the red cell sedimenta- 
tion, the minimal hematic sediment, the plasma 
formol gelatification, the reaction of Gros-Takata, 
and the haptoglobin index in 158 subjects in whom 
they performed 225 complete clinical and humoral 
examinations. They arrived at the following con- 
clusions: 

On the eighth day of the normal puerperium, after a 
normal delivery, the colloidal equilibrium of the 
plasma has usually undergone a moderate change. In 
puerperal phlebitis, even the clinically latent form, 
the change is generally very marked and is expressed 
by strongly positive plasma gelatification and the 
Gros-Takata reaction coinciding with an increase 
of the haptoglobin index and of the sedimentation 
rate. The red cell minimal sediment is usually de- 
creased greatly in severe cases. 
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The humoral syndrome in general reaches its 
maximum rapidly, but this does not necessarily co- 
incide with the peak of the clinical signs. In fact, it 
may continue to become worse for some time while 
the clinical signs regress, or it may improve rapidly 
as soon as the temperature of the patient returns 
to normal. 

The evolution of the humoral syndrome allows 
following up step by step of the process of healing of 
the phlebitis and its response to the treatment. Only 
when the humoral signs have frankly approached 
—_ values is it possible to regard the phlebitis as 
cured. 

The tests used do not give parallel results. The 
best signs of recovery from phlebitis consist in find- 
ing a negative plasma gelatification and. a normal 
haptoglobin index of 1.5. The normal sedimenta- 
tion rate and the negative Gros-Takata reaction 
occur too late to be of much use. 

It is probable that under the control of these tests 
the phlebitic patient may be allowed to get up with- 
out danger after relatively short immobilization and 
treatment. Further study will undoubtedly confirm 
what the authors have found to date in all of the 
patients they have treated. 

RICHARD KEMEL, M.D. 


Report of the Rotunda Hospital. Ninian MclI. Fatxt- 
NER, L. Tompson, Henry Fitzcrpson, 
GERALD C. DockeEray, and OTHeErs. Irish J. M. Sc., 
1948, Ser. 6: 337. 


The present report is based on cases observed at 
the Rotunda Hospital from November 1, 1946 to 
November 7, 1947. During this period there were 
2,067 deliveries on the Externe Maternity Service. 
Of these, 139 were primiparas. There was 1 maternal 
death in this group and there were 31 stillbirths. 

On the Interne Maternity Service, during this 
period, there were 4,368 admissions and 3,910 de- 


liveries. There were 4 maternal deaths in this group. 
The incidence of stillbirths was 3.35 per cent. The 
incidence of neonatal deaths was 2.11 per cent. The 
total fetal mortality was 5.46 per cent. 

One hundred and seventy-five patients were treat- 
ed by cesarean section. The lower segment operation 
was the routine used. There was 1 maternal death 
in this group. The indications for cesarean section 
included 64 new cesarean sections for disproportion 
and 41 repeat sections. There were 87 morbid cases 
including the 4 in which death occurred. 

The overall maternal morbidity on the Interne 
Service according to the Rotunda standard was 2.2 
per cent. In one case of primary uterine inertia, 
Duehrssen’s incision was used. There were 7 destruc- 
tive operations during the year; 2 pubiotomies were 
done. Mild phlebitis occurred in 18 cases, and pul- 
monary emboli were recorded in 2 cases. 

The statistics of the Gynecological Department 
indicated 689 admissions, 573 operations, and 3 
deaths. The hysterectomies done on the Gyneco- 
logical Service included 9 subtotal hysterectomies, 
32 total hysterectomies, 2 Wertheim operations, and 
3 vaginal hysterectomies. One of the 3 deaths oc- 
curred in a 29 year old woman who had not been 
operated upon and who had a terminal meningitis 
caused by miliary tuberculosis. The second death 
occurred in a 54 year old woman who had had an 
ovariotomy for adenocarcinoma; she died 2 hours 
following operation. The third patient who died 
was a 69 year old woman who had undergone a hys- 
terectomy for a myosarcoma and a large fibroid. 
This patient died of pulmonary embolism 5 weeks 
after operation. 

This report of the Rotunda Hospital is a very 
complete one; it includes a review on an investiga- 
tion of Rh immunization which is being carried out, 
and a complete record from the pathological and 
x-ray departments. Harry Fietps, M.D. 








ADRENAL, KIDNEY, AND URETER 


Suture of the Fibrous Capsule of the Kidney (La 
sutura della capsula fibrosa del rene). ERNESTO 
ComInELu. Arch. ital. urol., 1948, 22: 399. 


Postoperative hemorrhage following nephrotomy 
may occur immediately after operation or may be 
delayed for a period of 10 to 12 days. Whether the 
hemorrhage is immediate or delayed, it is difficult 
to deal with and most often necessitates a secondary 
operation. 

The most frequent cause of immediate postoper- 
ative hemorrhage is the inability to ligate securely 
the bleeding vessels on account of the friability of 
the parenchyma of the kidney. 

The cause of delayed hemorrhage is obscure, but 
is thought to be due to the presence of infarcts or 
necrosis of the renal substance resulting from the 
operation itself. 

An ideal method of preventing postoperative 
renal hemorrhage is one which provides hemostasis 
without altering the renal parenchyma, one which 
does not require the interposition of any extraneous 
substance, one which exercises uniform pressure 
on the entire renal wound and thereby allows no 
areas of greater or lessor pressures, one which per- 
mits the restoration of the physiological function of 
the organ, and one which does not require the use 
of special instruments. 

A method which meets all these requirements is 
that described by the author as his method of cap- 
sular suture. The technique of this method is given 
as follows: 

1. The renal capsule is undermined throughout 
its entire extent. 

2. Then before incision of the parenchyma, three 
sutures of oo catgut are placed in each of the two 
flaps of the capsule, equidistant from one another. 
After the sutures are tied, one strand of each suture 
is cut away and the remaining strand of the three 
sutures of each flap are caught in a common Kocher 
clamp. 

3. The parenchyma is then incised and the opera- 
tion which is indicated is carried out. 

4. The capsule is closed by tying the strands of 
each contralateral suture, sufficient pressure being 
exerted to approximate the capsular margins. 

5. The wound closure is then strengthened with 
a continuous suture. 

In order to demonstrate the practical application 
of his method, the author operated upon 12 dogs. 
In 5 of these dogs simple nephrotomy was carried 
out. In 3 dogs nephrotomy with pinching of the 
renal parenchyma was performed, and the 4 remain- 
ing dogs were used as controls. A detailed account 
of the operation, the postoperative course, and the 
operative result, as shown by microscopic section 
of the kidney in each case, is reported. 
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The 8 animals which underwent nephrotomy and 
were treated by the author’s method of capsular 
suture survived. All of the 4 control dogs died 
within 1o hours after operation. Only 1 of the 8 
surviving dogs had a wound infection and the in- 
fection in this case was proved to have no connec- 
tion with the renal wound. 

The kidneys of the animals undergoing capsular 
suture showed very slight spontaneous hemorrhage, 
while those of the control animals showed compact 
masses of blood clot with retroperitoneal hemor- 
rhage. The author interpreted this as proof that 
the kidney itself had no coagulating or reparative 
power to bring about spontaneous hemostasis and 
repair of a large kidney wound. 

The animals undergoing capsular suture did not 
show any signs of renal inflammation or any in- 
farcts, both of which conditions often occur when 
renal wounds are closed by deep transfixion sutures. 
They did not show the signs of ischemic degenera- 
tion which result in cases in which hemostasis is 
attempted by encircling sutures about vessels of 
the poles of the kidneys near the renal pelvis, as 
employed by some surgeons. They did not show 
any sclerotic and degenerative foci which often 
follow the interposition of extraneous substances to 
control hemorrhage. 

In the cases of animals with capsular suture, 
histological section of the healed kidneys showed a 
normal process of fibrous cicatrization with no in- 
vasion or injury of the surrounding renal paren- 
chyma. 

This method of capsular suture, in the author’s 
opinion, affords the best method of controlling post- 
operative renal hemorrhage by exerting a uniform 
pressure on the incised kidney. It permits a normal 
process of fibrinous cicatrization of the renal wound 
without altering the histology and physiology of 
the organ. BLACKWELL Marxuam, M.D. 


Nephrectomy in Urinary Tuberculosis; Its Results 
and Their Interpretation in a Statistic of 439 
Cases (La néphrectomie dans la tuberculose uri- 
naire; ses résultats et leur interprétation d’aprés une 
statistique de 439 cas). F. H. pe BEAUFOND. J. urol. 
méd., Par., 1949, 4: 209. 

On the basis of his material, the author discusses the 
condition of the bladder, urine, and nephrectomized 
kidney, and the influence of sex, age, associated tu- 
berculous lesions, conditions proper to the period of 
examination (war period), and duration of evolution 
of the renovesical lesions before nephrectomy. When 
it becomes necessary to make a decision regarding 
nephrectomy, the prognostic elements offered by all 
these data can be reduced to some favorable pre- 
sumption, but only one is really important even 
though it has no absolute value: it is the absence of 
initial vesical disturbances, which was noted in 16.9 
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per cent of the cases. The other elements are rare: 
association of a banal flora with the tubercle bacillus 
in the urine in 2.6 per cent; isolated tuberculous epi- 
didymitis in 4.1 per cent; and isolated pleuropul- 
monary tuberculous lesions in the past history in 8.8 
per cent. The unfavorable prognoses are connected 
especially with age and sex: the mortality is high in 
the young and the old, and particularly before the 
age of 20, and the males have the highest mortality. 
The deficiency of the organism, the importance of 
which is suspected without the possibility of proving 
it, was definitely shown by the period of observation, 
from 1939 to 1945. However, the prognosis is diffi- 
cult in most of the cases: the slight or marked vesical 
disturbances, the presence of tubercle bacilli in the 
urine of mild and severe forms of the disease, the 
previous tuberculous lesions also in both forms of the 
disease, and the duration of the evolution of the reno- 
vesical lesions furnish no precise indications. Thus, 
the surgeon is confronted by the great law of general 
pathology: the form of the evolution of the disease 
depends on the resistance of the terrain and the viru- 
lence of the micro-organism, and it is at present im- 
possible to evaluate them scientifically. 

The statistics of the initial period of nephrectomy 
have claimed cures in from 70 to 85 per cent of the 
cases, but they had a tendency to include the imper- 
fect results. During 1943 and 1944 the author’s per- 
centage of cures has been 60, but it reached 70 when 
the imperfect cures were added. 

The percentage of stable and good forms, i.e., 
without cystitis, which amounts to 16.9, is practical- 
ly the same in old and recent statistics and represents 
the small number of patients with urinary tubercu- 
losis whose life remained apparently normal before 
the advent of nephrectomy. By raising this percent- 
age to from 50 to 60, nephrectomy has suddenly in- 
troduced a gain of from 35 to 40 per cent and thereby 
rendered a considerable service. Unfortunately, this 
result, which had raised great hopes, has hardly been 
improved subsequently, and it may be said that the 
operation has given all that could be expected from it. 

Nephrectomy, despite its irrational character, re- 
mains the treatment of choice of urinary tuberculosis. 
The time to perform it depends principally on the 
resistance of the patient which must be reinforced by 
preoperative care. As soon as this care seems to be 
sufficient, the intervention must be performed im- 
mediately because this favorable moment may not 
be encountered again. Ricuarp Kemet, M.D. 


Surgery of Megaloureter. T. B. Wayman. J. Urol., 
Balt., 1949, 61: 883. 

The author reviews the literature dealing with 
megaloureter. He believes that embryologic mal- 
development and mechanical obstruction are the 
most frequent etiologic factors in megaloureter. 
When primary obstruction is present it must be 
corrected either before or at the time of the plastic 
operation upon the ureter. Conservative surgery is 
indicated in most bilateral lesions and in solitary 
kidneys. Plastic repair of a unilateral, uninfected 
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megaloureter of idiopathic origin with an intact 
contralateral upper urinary tract should be at- 
tempted only after it is proved that sufficient renal 
tissue may be saved to support life in the event of 
subsequent injury of the normal side. 

In 2 cases of a megaloureter without chronic in- 
fection, pyelograms and _phenolsulfonphthalein 
tests made 3 and 10 months, respectively, following 
plastic operations indicated that satisfactory phys- 
iologic function follows anatomic reconstruction. 
The fact that a stone 6 mm. in diameter was passed 
from a kidney to the bladder following plastic re- 
pair of the ureter seemed to demonstrate good 
peristaltic action of the ureter. 

Wayman constructed an artificial ureter in 2 
cases. The artificial ureter was instituted with much 
concern regarding the effect it would produce in 
the kidney. Since no hydronephrosis has resulted 
from the use of the artificial ureter, it seems logical 
to assume that the mechanism of hydronephrosis, 
when associated with defective ureterovesical valve 
action, is due to reflux of urine up the ureter during 
micturition, rather than the result of a greater in- 
travesical pressure. However, the presence of free 
air in the urinary channels, when the artificial 
ureter is in use, may neutralize any possible dif- 
ference in pressure between the bladder and kidney. 

The author believes that an artificial ureter may 
be used in any patient requiring a permanent ne- 
phrostomy provided there is a functioning bladder, 
or one that may be made to function satisfactorily. 
In addition to its use in patients who have irrepar- 
able damage of the ureters, a more frequent indi- 
cation for artificial ureter may be in stoneformers 
who require permanent nephrostomies. 

The use of the artificial ureter has proved to be 
quite satisfactory in his 2 patients; recurrent fever 
due to pyelonephritis has not been a frequent event; 
there has been no odor of urine or other stigmata to 
ostracize them from society; they are freed from 
the ordeal of the care of a urinal; the voided urine 
has been clear, and these patients have been free 
of long periods of dysuria. Sexual potency and 
fertility have not been impaired, and micturition 
has been resumed. Rosert TurRELL, M.D. 


The Technique of Intestinal Implantation of the 
Ureters (Technique de |’implantation intestinale 
des uretéres). R. GOUVERNEUR and PIERRE ABOUL- 
KER. Rev. chir., Par., 1949, 68: 65. 


The authors employ the Coffey I operation for 
intestinal implantation of the ureters, with direct 
opening of the ureters into the colon. In the ab- 
sence of special contraindications, the ureteral im- 
plantation is done on both sides in the same sitting. 
The route of approach may be transperitoneal or 
extraperitoneal. The technique of operation as 
practiced on 42 patients is described in detail. Pre- 
operative measures which may determine the suc- 
cess of the operation are enumerated. 

To prevent anuria following operation, Coffey 
suggested implantation of the ureters over a cathe- 
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ter when both ureters are to be anastomosed in one 
operative stage. This is extremely difficult of exe- 
cution, and not infrequently the catheter will be- 
come obstructed. The presence of a foreign body 
in the ureter favors infection with danger of serious 
complications. For this reason, the authors aban- 
doned this procedure, using diuretic treatment with 
intravenous injections of sodium sulfate instead, as 
recommended by Dick in 1933. The isotonic sodi- 
um sulfate solution contains 42.85 gm. of Glauber’s 
salt per liter. For 3 consecutive days, 1 liter is in- 
jected intravenously in addition to 1 liter of glu- 
cose solution and 1 liter of physiologic serum to 
hydrate the organism. There is a marked diuretic 
effect and from 1,000 to 1,200 c.c. of urine may be 
withdrawn through the rectal tube in the first 24 
hours. Penicillin (300,000 units daily), cardiotonics, 
blood transfusions, and thebaic extract are adminis- 
tered for at least 48 hours. The first intestinal gas 
is emitted about the third day. If not and if ab- 
dominal distention develops, a duodenal aspiration 
tube is introduced. In 1 case such distention per- 
sisted for several days and caused evisceration. By 
the fourth day the urine is discolored because in- 
testinal peristalsis is restored. The patient is gradu- 
ally permitted to ingest food. The rectal tube is 
removed on the eighteenth day. 

In 33 of the 42 patients treated, the lesion was 
cancer of the bladder, and in 9 patients, neoplasms 
of the urinary tract. In 14 of the cancerous patients, 
derivation was done prior to, or simultaneous with, 
total cystectomy. In these cases, the vesical lesions 
were limited and the renal function unimpaired. In 
this group no death was attributable to implanta- 
tion. In 19 cases derivation was done for palliative 
purposes to relieve neoplastic cystitis in inoperable 
cancer of the bladder, often complicated by uni- 
lateral renal exclusion. In this group there were 11 
operative deaths. Among 6 patients with one kid- 
ney excluded because of neoplastic invasion of the 
ureter, there were 5 deaths. With both kidneys 
functioning the mortality was reduced (6 deaths in 
a group of 13 cases). As a general rule, the authors 
would recommend that it is better not to operate 
in patients with one kidney excluded and in which 
the vesical tumor would not justify total cystec- 
tomy. 

The transplantation of 17 ureters in 9 patients 
with nonneoplastic lesions resulted in only 1 death. 
In this case a transperitoneal implantation of the 
left ureter was combined with right nephrectomy. 
Autopsy revealed the anastomosis to be intact but 
bilateral pulmonary lesions were present. In a simi- 
lar case it would be wiser to stage the operations, 
the nephrectomy to be done later. 

Intestinal implantation of the ureters is the only 
resource in cases of incurable vesicovaginal fistula, 
and it will suppress neoplastic cystitis. In congenital 
malformation of the urinary organs with incontinence, 
epispadias, or vesical exstrophy, this procedure per- 
mits rapid and easy cure of the incontinence. In 
the patients with good resistance, unimpaired renal 


function, and nondilated ureters, the mortality rate 
was not more than 5 per cent. 
Epita SCHANCHE Moore, 


BLADDER, URETHRA, AND PENIS 


Benign Retrovesical Tumor (Tumor retrovesical be- 
nigno). L. CrruentEs DeExaTTE and J. L. ARTETA. 
Arch. espan. urol., 1949, 3: 199. 


This is an observation of an exceptional case of 
retrovesical tumor found in a 43 year old patient who 
had difficulty in urination, vesical retention, and a 
suprapubic mass the size of a 4 months’ preg- 
nancy. Cystography was performed with difficulty, 
the left ureter being compressed from behind. It was 
thought that the tumor was a hydatid cyst. 

At operation the mass was easily removed as it 
hung by a vascular pedicle, was completely encap- 
sulated, and weighed 450 gm. Microscopically the 
tumor showed regular arrangement of the cells and 
gave every indication of a benign lesion despite a 
central necrosis. 

The postoperative course was without unusual 
event, the patient recovering completely. The re- 
view of the literature failed to show a similarly re- 
ported tumor. STEPHEN A. ZIEMAN, M.D. 


Amino Tumors of the Bladder (Les amino-tumeurs de 
la vessie). J. L. Brrx1arp-DucHESNE. Presse méd., 
1949, 43: 615. 


The author gives a summary of the information 
obtained at the Ninth Industrial Medical Congress 
in London, September 12 to 17, 1949, regarding the 
effects of certain chemicals on persons handling 
them. It was shown that a variety of intermediary 
products, such as betanaphthylamine, benzidine, and 
alphanaphthylamine which are used in the dyeing of 
colored cloth, were capable of producing benign or 
malignant tumors in the bladder. 

French and foreign statistics refer to the frequent 
occurrence of these lesions, and speculation was 
made regarding the port of entry. It was shown that 
inhalation, ingestion, or parenteral injection of anaph- 
thylamine was capable of producing tumors of the 
bladder in animals. The long latency of these tumors 
is quite characteristic—some may not make them- 
selves known to the patient for 5 years or longer. 
Herein lies a very definite danger, particularly as the 
possibility of malignancy cannot be excluded. 

STEPHEN A. ZIEMAN, M.D. 


One Stage Total Transperitoneal Cystectomy (La 
cystectomie totale transpéritonéale en un temps 
chez homme). ANDRE& Durour. J. chir., Par., 
1949, 65: 81. 

The author describes his technique for total re- 
moval of the bladder with its surrounding fatty- 
cellular tissues, the prostate, and the seminal vesi- 
cles. Both of the ureters were transplanted into the 
pelvic colon at the same time. The operation was re- 
served for those patients in the younger age group 
who were slim and otherwise in good general health. 
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The tumor was localized in the pelvic portion of the 
bladder and was not too extensive. On rectal ex- 
amination the bladder was found to be freely mov- 
able, and the patient had a flat abdominal wall. 
For all other cases of bladder tumor, the author ad- 
vised the combined type of operation. 

The principles of the author’s method were (1) the 
removal of the bladder and deviation of the urine in 
a one-stage operation; (2) total prostatocystectomy 
by opening the peritoneum above and below the 
bladder; (3) implantation of both ureters into the 
pelvic colon during the operation; (4) final peri- 
tonealization with complete extraperitonealization 
of the vesical loge. 

The preoperative care consisted of a diet rich in 
glucosides and fats but poor in residue. Repeated 
bowel evacuation was ‘effected by purgation the 
first 2 days, and by enema the last 4 days before 
operation. Disinfection of the intestinal contents was 
obtained by administration of 4 to 5 gm. of sulfa- 
guanidine a day. Penicillin therapy was started the 
day before operation; streptomycin was used too if 
the cancer was severely infected. 

A median subumbilical incision was made. This 
incision permitted exploration to determine the ex- 
tension of the cancer, and also permitted palpation 
of the iliac glands. 

The next step was to incise the umbilical prevesical 
aponeurosis and to proceed with exposure of the 
prevesical prostatic space; thus the suprapubic re- 
tractor into the subperitoneal space could be used. 
A large automatic retractor was used to open the 
upper part of the operative field, the intestines being 
packed away from the operative site. 

At the posterior limit of the bladder, that is, the 
inferior limit of the peritoneum covering the bladder, 
several centimeters upward from the pouch of 
Douglas (this distance being quite variable), the in- 
cision was extended transversely across the peri- 
toneal surface of the bladder. At each extremity of 
the transverse incision, the incision was extended up- 
ward (sagittally) to the anterior limit of the peri- 
toneum covering the bladder. Before penetrating 
the entife circumference of the bladder, the dis- 
section of the cellular subperitoneal tissue on each 
side of the prostate was easily accomplished without 
the use of ligatures. The small vessels that were en- 
countered were electrocoagulated. 

Two strong hemostats were placed on each side 
of the superior portion of the bladder for traction. 
This procedure permitted stretching of the bladder 
in order to secure the pedicle. T he marking of the 
lateral flaps was not always easy in fat subjects. It 
was done with great care because the careful ana- 
tomical unfolding of this area determined the way in 
which the subperitoneal space was opened. 

On the lateral side of the bladder the superior 
vesical arteries and branches of the umbilical artery 
and veins, and also the tributary branches of the 
hypogastric vessels were encountered. Both ends of 
these vessels on the right side and then on the left 
side were severed and tied. Many vessels, such as 
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the differential artery and the umbilical artery, were 
encountered as the right side of the pelvic wall was 
exposed. After these vessels had been secured by 
ligatures, the dissection was continued to expose the 
left side of the pelvic wall. The anterior and pos- 
terior sides of the bladder were freed and the vessels 
were tied, thus permitting the bladder to be elevated. 
By careful dissection of the retrovesical cellular tis- 
sues, the 2 ureters were encountered. They were 
found to be posterior and in a lateral position. The 
ureters were clamped next to the bladder wall, 
severed, and the bladder end was tied. The opened 
end of the ureter was caught with a linen ligature 
and retracted upward. A pack was placed in contact 
with the untied proximal end of the ureter. Besides 
the inferior vesical arteries that fastened the bladder 
to the pelvic floor, the branches of the genitovesical 
vessels as well as the branches of the middle hemor- 
rhoidal and vesicodifferential vessels were en- 
countered. After these vessels were securely tied, 
the dissection was carried forward, the bladder being 
elevated and retracted upward. Two linen sutures 
were placed at each angle of the peritoneum. The 
continued dissection and elevation of the bladder 
permitted exposure of more vessels, which were 
clamped and coagulated. The dissection was con- 
tinued, outlining the base of the bladder, the seminal 
vesicles, and the lateral side of the prostate to the 
bladder neck, and as far forward as the apex of the 
prostate. The urethra was bisected at the apex of 
the prostate, and the bladder, prostate, and seminal 
vesicles were then removed. Hemostasis was ac- 
complished by electrocoagulation and a tamponade 
was placed into the operative field. 

The author transplanted the dilated ureter first; 
otherwise, he implanted the one that was apparently 
the most difficult to work with. If both ureters were 
dilated, he began on the side that seemed the best. 
Each ureter was exposed from 5.0 to 6.0 cm., and 
put through a “button hole”’ opening in the posterior 
peritoneum. The author transplanted the right 
ureter lower than the left. The ureter was pulled 
through the opening in the posterior peritoneum 
without tension or twisting; a ro mm. longitudinal 
slit was made in the inferior surface of the ureter. 
With a curved needle a mattress suture was placed 
in the superior surface of the ureter. A linen suture 
was also placed in the posterior surface of the ureter 
3.0 to 4.0 cm. behind the posterior ureteral opening. 
The colon was prepared in the usual manner, i.e., a 
muscular trough was made in the longitudinal tinea. 
The end of the ureter was then pulled through an 
opening into the mucosa of the colon and the end of 
the ureter was fastened by the “anchoring stitch.” 
The ureter was buried in the muscular trough with 
interrupted linen sutures. The posterior peritoneum 
was fastened to the colon, enclosing the anastomosis. 
The same procedure was carried out on the opposite 
side, except that the trough was somewhat larger in 
the nondilated ureter, and the posterior peritoneum 
was fastened to the proximal portion of the anas- 
tomosis. 
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The edges of the posterior peritoneum were 
brought together carefully, so as not to angulate or 
constrict the ureters or the anastomosis. The edges 
of the anterior parietal peritoneum were brought to- 
gether; then the rest of the closure was done in the 
usual manner. A small drain was placed in the pouch 
of Douglas. 

The vesical loge was then dusted with sulfanila- 
mide powder; two or three wicks and a rubber dam 
were used for drainage and further aspiration. A 
large rectal tube was placed into the rectum. 

The postoperative care consisted of administration 
of penicillin, a minimum dosage of 400,000 units a 
day for the following 4 to 6 days. Streptomycin was 
used if the patient had a colon bacillus infection, and 
I gm. a day was given for the following 4 to 6 days. 
On the day of operation, 3 liters of fluid (1 liter of 
physiological serum, 1 liter of isotonic glucose solu- 
tion, and 1 liter of isotonic sulfate solution) were ad- 
ministered intravenously. The same fluids were 
given on the following 2 days. The rectal tube was 
removed on the ninth postoperative day. The wicks 
were removed in from 6 to 8 days after operation. 
The daily aspiration of the subperitoneal space was 
continued until it was completely dried—usually 
about the twentieth day. Healing was complete in 
from 25 to 30 days after operation. 

Conrap A. KvEsn, M.D. 


MISCELLANEOUS 


Studies in Urolithiasis. E. L. Prien. J. Urol., Balt., 
1949, 61: 821. 


Since urolithiasis is a process of crystallization it 
seemed pertinent to the author to investigate the 
various phenomena and mechanisms of calculogene- 
sis from the standpoint of crystallography. Crystal- 
lographic study of the structure and composition of 
the nuclei of stones is done by dissection with a 


needle under binocular stereoscopic vision, the crys- 
talline material being identified by the use of optical 
polarization techniques reported in a previous study. 
By optical crystallographic investigation it is pos- 
sible to correlate the pathogenesis with the compo- 
sition and structure of various types of stones. By 
an optical study of the calculus, it is also frequently 
possible to reconstruct the clinical history of the 
patient. 

The crystalline substances found in 1,000 urinary 
calculi are indicated. 

The nuclei of calcium oxalate monohydrate cal- 
culi are composed of that substance or of apatite. 
Some of the calculi have a concavity on one sur- 
face with a structure which may be a pedicle in the 
bottom suggesting origin from a surface such as 
the renal papilla. It is believed that some calculi 
originate from an attachment to the renal papilla. 
Papillary encrustations were produced experimental- 
ly in rats. It is not believed that all calcium oxalate 
monohydrate calculi originate in this manner; those 
with a central nucleus and symmetrical concentric 
layers are believed to originate by crystallization 
from supersaturated urine. No evidence has been 
found to support the theory that foreign bodies, 
such as desquamated epithelium, act as the nucleus 
for renal calculi. Calcium oxalate dihydrate calculi 
do not appear to have a nucleus. Study of the 
nucleus of calculi composed of apatite and mag- 
nesium ammonium phosphate hexahydrate is less 
satisfactory because of irregularity of the calculi. 
All phosphatic calculi are not associated with uri- 
nary infection, particularly in the early stages. The 
metal cation rather than the acid radical is most 
important in a consideration of calculi from the 
standpoint of pathogenesis. Apatite calculi should 
not be grouped with other phosphatic calculi be- 
cause they commonly occur in an acid urine. 

ROBERT TURELL, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Eosinophilic Granulomatosis of the Bony Structures 
(Granulomatosi eosinofila ossea sistemica). E. 
MAtLaNn. Chir. org. movim., 1949, 2: 91. 


The first case of eosinophilic granulomatosis of the 
bony structures described in the literature was pub- 
lished by Alessandria in 1928. Lichtenstein and Jaffe, 
in 1940, gave the name of eosinophilic granuloma to 
this pathological entity. The author gives a very 
good review of the subject and presents a case of his 
own. 

The patient was a white male, 25 years of age, 
who was first seen in 1945 because of pain and dis- 
comfort in the right hip, which had an insidious onset 
but a progressive course. 

Roentgenograms of the pelvis revealed an oste- 
olytic destructive lesion of the acetabulum with a 
pathological fracture of the neck of the femur. Both 
scapulae revealed similar lesions along the glenoid 
margins. Roentgenograms of the skull revealed 
marked destructive areas in several regions. Check- 
up roentgenograms of these lesions taken over a 2 
year period revealed marked progression of the skull 
destruction. In one view the lesion constituted a 
destruction of the frontal bone amounting to ap- 
proximately 50 per cent of the surface area. 

Many fine microscopic sections illustrate the arti- 
cle, and repeated and extensive blood chemistry and 
blood cell studies are presented. 

The patient was treated with x-ray therapy, cal- 
cium, and arsenobenzoate. At the time of publica- 
tion of the article, the progress of the disease had 
been considerably decreased. 

Caro ScupeEr!, M.D. 


The Significance of Hypophyseal Disturbances in 
the Formation of Osteogenesis Imperfecta (Die 
Bedeutung ay aeons Stoerungen fuer die Ent- 
stehung der Osteogenesis imperfecta). K. LinpE- 


MANN and M. von Lutterorti. Zschr. Orthop., 
1949, 78: 102. 
In the 4 cases of osteogenesis imperfecta tarda 


cited by the authors the following common signs 
were observed. There was considerable disturbance 
of bone apposition, abnormal appearance of the skin 
and hair, a peculiar blood picture with secondary 
anemia and eosinophilia, and deformity of the sella 
turcica. The hair is silken soft, the skin is white, and 
the fingers are thin and long. The roentgenograms 
showed the highest degree of decalcification with 
complete loss of the trabecular pattern, and the 
cortices were visible as fine lines. The sclerae were 
blue due to their thinness. They were found to be 
only one-third of their normal thickness. It is 
pointed out that the sclerae are to the eye what the 
skeleton is to the rest of the body; both are of 
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mesenchymal origin. Deafness in these patients may 
be due to osteoporosis of the ossicles. 

The cause of this disturbance is not known. 
Syphilis, tuberculosis, and avitaminosis are men- 
tioned as possibly being responsible. 

Two cases were described in detail. It appeared 
that growth of the skeleton stopped just before 
puberty was reached. The long bones were short 
and stubby. The general metabolism was disturbed. 
The basal metabolism rate was lowered, the pulse 
was slow, and the blood pressure was low; there was 
hypoglycemia, increased tolerance for insulin and 
glucose, secondary anemia, and leucopenia. 

A differential diagnosis must be made from primor- 
dial dwarfism, cretinism, mongoloid idiocy, marble 
bones, osteopoikylosis, osteitis fibrosa, Cushing’s 
disease, and Froelich’s disease. 

Proper growth is influenced by the synergistic ef- 
fort of many hormones. The author mentions the 
chondrotropic hormone (Evans growth hormone) 
and indicates that it acts directly without causing 
primary changes in an endocrine gland. Its absence 
causes disturbance in the epiphyses and of normal 
dentition. 

It is pointed out that in these cases were many 
signs which are found in other diseases caused by 
hypophyseal disturbances. The fact that the ex- 
treme bone fragility in osteogenesis imperfecta dis- 
appears after puberty is also an indication that the 
hypophysis is responsible for at least some of the 
symptoms found in this condition. 

GrorcE I. Reiss, M.D. 


A Contribution to Osteodystrophia Juvenilis Cy- 
stica (Ein beitrag zur Osteodystrophia juvenilis 
cystica). Tu. Cart&. Zschr. Orthop., 1949, 78: 231. 


This disease has been described in the literature 
under various names, such as solitary bone cyst, 
solitary juvenile bone cyst, true bone cyst, solitary 
primary bone cyst, osteodystrophia juvenilis cystica, 
hematoma cyst, osteitis, or osteodystrophia fibrosa 
localisata. It is a disorder of childhood and also of 
puberty, with its highest incidence in children be- 
tween 6 and to years of age. It begins with slight, 
temporarily increasing pains in the thigh; limping 
soon appears and palpation discloses pain on pressure 
below the trochanter. The disorder then apparently 
disappears but limping temporarily reappears. Then 
it seems as if the extremity becomes somewhat short- 
er and examination discloses a marked convexity of 
the bone below the trochanter. Months (even 1 
and 2 years) may pass; then on the occasion of a min- 
imal accident, such as a fall on flat ground, the pa- 
tient suddenly has a fracture at the formerly painful 
site, where the bone is depressed or its circumference 
is slightly changed. There is barely any swelling. 
At one point the bone is like parchment and can be 
depressed by the finger. The findings are still clearer 
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when, without the occurrence of a fracture, the site 
of the disorder is recognized from warping of the 
bone and excessive sensitivity to pressure. The bone 
is then barely increased in size and only the depressi- 
ble site betrays the inner process. At times more 
diffuse and nearly bottlelike distentions of the bone 
are found in which the process has spread from the 
region of the metaphysis to the diaphysis. Usually, 
the roentgenogram shows metaphyseal, mostly cen- 
trally located, principally unilocular and sometimes 
multilocular, sharply defined foci of rarefaction. ‘The 
cortex of the shaft gets thinner and thinner toward 
the foci where it is no thicker than an eggshell, and 
the bone seems to be slightly distended. Operation 
reveals a cystic cavity often filled with hemorrhagic, 
chocolate brown fluid which, depending on the age 
of the cyst, may present various changes, from 
coagulated blood to yellow-brownish and even slimy 
colorless fluid. Older cysts which show a tendency 
to heal are sometimes filled with callous tissue. 
According to the stage of development of the cyst, 
the histologic picture reveals elements that suggest 
its origin. According to Pommer, the juvenile bone 
cysts must be accepted as hematoma cysts. It is 
now generally accepted that surgical treatment alone 
offers prospects of success, individual cases being 
treated according to the findings. In most cases 
of small cysts, wide opening and cleaning out with 
a sharp curette will suffice. 

In the 2 cases reported by Carlé (in a boy of 9 
and a girl of 532), the cyst was thoroughly curetted 
and atibial bone graft inserted with excellent results. 
In a third case, a boy of 7 fell from a ladder and suf- 
fered a spiral fracture of the upper third of the left 
femur; an accessory finding was a bone cyst above 
the fracture line. The fracture healed rather rapidly, 
but 7 years later, after slight pain in the left femur 
during the preceding day, the boy slipped and fell 
in his bedroom and suffered another fracture of the 
femur with copious comminution in the region of a 
large subtrochanteric bone cyst, so that in considera- 
tion of the slight traumatism the fracture should 
rather be regarded as spontaneous. The form of this 
fracture imitated the effect sought by the Kirschner 
method of shattering the bone cyst to obtain healing. 
The fracture and the cyst healed in due time. 

RICHARD KEMEL, M.D. 


Rice Bodies of Osteoarthritis Deformans and Joint 
Osteochondromatosis (Carpi articolari dell’artrite 
deformante e osteocondromatosi articolare). L. 
MASSERA. Chir. org. movim., 1949, 3: 154. 


The author presents in detail 2 cases of osteo- 
arthritis deformans with joint mice of the knee, and 
1 case of osteochondromatosis of the hip. The article 
is well illustrated with photographs of roentgeno- 
grams, specimens, and photomicrographs. 

He believes that the two conditions are entirely 
different as far as etiology and pathology are con- 
cerned. In osteochondromatosis, at least in the early 
phases, there are no changes in the articular carti- 
lage, while in osteoarthritis the reverse is true. 


The rice bodies of osteoarthritis deformans may 
have their origin from the ends of the bones the same 
as in osteochondritis dissecans, or they may be mar- 
ginal detachments from the osteoarthritic lipping or 
calcification of the synovial membrane. Their origin 
from the synovial membrane may be the result of 
metaplasia with an irritating stimulus and resulting 
bone formation by necrobiosis. 

Osteochondromatosis of a joint arises from the 
synovial membrane by hyperplasia and metaplasia. 

The essential pathological difference between the 
two is that in osteoarthritis deformans with joint 
mice the metaplasia of the cartilage and bone are 
secondary manifestations, while in osteochondroma- 
tosis, they are primary. Carto ScupErt, M.D. 


Chronic Staphylococcal Abscess of the Radius, Re- 
activated by Injury (Abscés chronique a staphy- 
locoques du radius, réveil di a un traumatisme). 
M. BELENGER. Acia orthop. belge, 1949, 15: 5. 


In 1928 Piquet and Cyssau described primary 
chronic abscess of the bones, and in 1930 Widal- 
Naquet emphasized the fact that in these cases the 
infection was usually of staphylococcal type. Most 
writers admit the possible role of traumatism with- 
out, however, explaining this fully. A case of Brodie’s 
abscess due to injury is described; the first symptoms 
appeared 5 weeks after the accident. The condition 
became acute and serious 10 months after the ac- 
cident. The initial roentgenograms showed an in- 
fraction of the walls of the abscess. The clinical, 
operative, bacteriologic, pathologic, and histologic 
findings corresponded exactly with those stipulated 
by Piquet and Cyssau and Vidal-Naquet. 

The roentgenogram taken at the time of the acute 
exacerbation, i.e., 10 months after the accident, 
showed an increase in the size of the abscess cavity, 
with densification and thickening of the cortex but 
disappearance of the periostitis which had been 
visible in the first roentgenogram. Although the 
fever subsided following penicillin therapy, the 
swelling and pain persisted. The abscess was opened 
and thick pus escaped under pressure. Suppuration 
persisted for so long a time that roentgenotherapy 
had to be administered. Two and one-half months 
after the first operation, another operation was per- 
formed to remove fungous tissue and small frag- 
ments of bone. The soft tissues healed only after 6 
months after repeated cauterization and excision of 
granulation tissue as well as the local and general 
application of penicillin. 

A third roentgenogram, taken 1 month after the 
first operation, showed the reappearance of a band of 
periostitis and marked decalcification of the carpal 
bones. The author believes that .this clearly indi- 
cated that it was the surgical intervention on the wall 
of the abscess which caused the periosteal reaction, 
just as the periostitis demonstrable in the first roent- 
genogram indicated that it was the traumatic injury 
which broke the wall of the abscess and caused the 
periosteal reaction. A final roentgenogram taken 5 
months later showed a marked densification with 
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gradual disappearance of the periosteal reaction. 
Also, the decalcification of the carpal bones gradually 
subsided although it was still demonstrable 2 years 
later. — 

The author believes that when a periosteal reaction 
of the type here described can be demonstrated, the 
walls of the abscess should be examined under the 
microscope to detect some break in continuity which 
would explain reactivation of the affection. He be- 
lieves, furthermore, that a classification into five 
distinct types, as suggested by Piquet and Cyssau, 
is superfluous, as these types represent only different 
stages of development of the abscess. The medi- 
colegal significance of early roentgenograms of the 
bones following injury is emphasized. The demon- 
stration of an initial periostitis may well serve to 
prove the connection between the accident and the 
abscess of the bone. Epita ScHANCHE Moore. 


Hemangioma at the Site of Subcutaneous Rupture 
of the Achilles Tendon (Emangioma in sede di 
rottura sottocutanea del tendine di Achille). Luic1 
MassErRA. Arch. ital. chir., 1949, 71: 162. 


A 53 year old agricultural laborer had suffered a 
period of pain 2 months previous to rupture of the 
Achilles tendon. This pain radiated into the calf of 
the leg. Shortly afterward loss of power in the foot 
was noted. This weakness progressed to complete 
inability of plantar flexion of the foot. At the time of 
examination the muscles of the calf appeared hyper- 
trophied and there was a transverse posterior de- 
pression a short distance above the heel. Roentgen 
examination disclosed the two ends of the ruptured 
Achilles tendon and the corresponding disruption of 
the normal relationships in this area. 

Operation uncovered the short lower stump and 
the longer, retracted upper end of the tendon. The 
two ends were approximately normal in appearance 
—neither atrophied nor hypertrophied—but they 
were covered by a peculiar porous appearing tissue. 
These spongy tissues were cleared out and the tendon 
was reunited by a sagittally split graft from the upper 
stump. A year later complete function and power in 
the foot had been restored. 

Histologically, the findings on both the upper and 
lower stumps were essentially the same. From the 
normal tendinous tissue toward the focus of disrup- 
tion there was, first, the frayed ends of the tendon 
with the field crossed here and there by what seemed 
to be blood vessels in a sclerotic condition. This area 
was followed by a zone of infiltration of the fibrils of 
the tendon with a mature appearing connective tis- 
sue showing some areas of hyaline or mucinous 
degeneration. Covering both stumps in the area of 
the rupture was a mass of young granulation tissue 
with many young blood vessels. The most super- 
ficial zones of this young connective tissue graded 
gradually into the areas of spongy tissue mentioned. 
This consisted almost exclusively of small-calibered, 
young blood vessels, and of larger cavities, some 
filled with blood and others with fibrin, while still 
others were empty. 
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The histologic changes, other than the hemangio- 
matous tissues, seemed to be explainable on the basis 
of blood circulatory disturbances secondary to the 
hemangioma itself or to the conditions created by the 
rupture. There was no history of trauma or undue 
strain at any time preceding the incident involving 
the tendon and the author therefore concludes that 
the rupture was caused primarily by the sole effects 
of the progressive enlargement and infiltrative tend- 
encies of the vascular tumor. 

Joun W. Brennan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


The Functional Treatment of Congenital Disloca- 
tion of the Hip Joint (CzyimoSciowe leczenie 
wrodzonych zwichnieé staw6w biodrowych u dzieci). 
AtLojzy MAcIEJEWSKI. Polski przegl. chir., 1949, 21: 
479. 


The original 80 per cent of good results given for 
the original method of Lorenz for the treatment of 
congenital dislocation of the hip has been shown in 
recent years to be between 20 and 4o per cent. This 
lower percentage of satisfactorily treated children 
has come to be realized by a longer period of evalua- 
tion and is ascribed to the long period of absolute 
immobilization with the full cast of Lorenz. This 
long period eventuates in atrophic changes in the 
adjacent muscles with a consequent tendency toward 
secondary dislocation. Also accruing are trophic 
changes in the head of the femur and in the acetabu- 
lum produced by the continuous, unchanging pres- 
sure of the immobilized joint surfaces on one another. 

The attempts to improve these results have led 
the orthopedic surgeon to seek a modification of 
Lorenz’ method in two directions. One has been the 
advocation of immediate and early open operative 
methods; the other has been the attempt to modify 
Lorenz’ closed method into something less static 
and more functional. 

The last cited direction has been that followed by 
the author. The methods have already been ade- 
quately described. First, one applies a complete 
cast, including the whole of the legs and the pelvis 
in the original Lorenz position. This immobiliza- 
tion is maintained for 2 months or more. The com- 
plete cast is then removed and replaced by a partial, 
or functional, type of cast reaching only to the upper 
third of the thigh and leaving the pelvis and hip 
joints free to make movements of extension and 
flexion, but without permitting recurrence of the 
original dislocation. For this purpose the two par- 
tial casts are joined together by a cross piece in such 
a manner as to keep the affected extremity in pro- 
nounced abduction with relation to the normal limb 
and with the affected leg in the greatest practicable 
degree of inward rotation. The casts permit even 
greater freedom of the hip joints. The casts can be 
changed without anesthesia. The materials to be 
used are inexpensive and easily procurable. When 
the dislocation is bilateral, abduction and internal 
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rotation of both extremities must be obtained (sym- 
metrical functional cast). 

Thirty children with unilateral, or bilateral, con- 
genital dislocation of the hip joint were treated by 
this method since May, 1946 at the author’s ortho- 
pedic surgical clinic at Danzig. The average period 
of treatment was 6.5 months. The ages of the pa- 
tients ranged from 15 days to 4 years. The best 
results naturally obtained in the younger patients; 
however, experience has shown that good results 
from the method may also be expected in the older, 
more advanced conditions. 

Although the author admits that this series of 
cases is of too recent date to permit fair evaluation 
of the ultimate results, nevertheless he feels so en- 
couraged by the results so far observed as to have 
no hesitancy in recommending the closed functional 
method of treatment for these cases. The method is 
recommended not only because of its practicability 
and its favorable influence on the further develop- 
ment of the muscular, osseous, and cartilaginous 
components of the joint, but also because of the 
gain over the method of Lorenz in the matter of 
hygiene, especially for the young child, and the 
possibility of greater activity during the period of 
treatment which permits closer contact of the pa- 
tient with other children and consequently greater 
opportunity for favorable psychic development. 

Joun W. BRENNAN, M.D. 


The Treatment of Coxa Vara in Adolescents (Zur 
Therapie der Coxa vara adolescentium). HEINRICH 
BREITENFELDER. Zschr. Orthop., 1949, 78: 185. 


The conservative treatment of epiphyseolysis of 
the femoral head is costly, time-consuming, and not 
capable of preventing slipping of the head of the 
femur. Therefore the author advocates extra-artic- 
ular osteosynthesis with the three-flange nail for all 
cases without slipping of the ‘capital epiphysis and 
for cases with displacement of the head of recent 
origin. The nailing is not advisable in cases in which 
the head of the femur has been displaced for some 
time because the forcible reduction required in such 
instances may create nutritional disturbances. The 
same care should be exercised as in the reduction of a 
fracture of the femoral neck, to avoid aseptic necrosis 
of the femoral head, ankylosis, or pseudarthrosis. 

If a cautious reduction is unsuccessful, immobili- 
zation in a plaster of paris cast, for the purpose of 
fixation of the head in the new place, should be 
followed by an osteotomy to correct the faulty 
position. 

The author employed nailing in 8 adolescent pa- 
tients with coxa vara. Josep K. Narat, M.D. 


FRACTURES AND DISLOCATIONS 


The Treatment of Surgical Tuberculosis (A propos 
du traitement des tuberculoses chirurgicales). R. 
Massart. Acta orthop. belg., 1949, 15: 61. 


The author discusses the indications and tech- 
nique of surgery in surgical tuberculosis. He criti- 


cizes conservative and climatic therapy as the treat- 
ment of choice. In many instances the modern 
methods of bone surgery give better results and are 
less dangerous than climatotherapy. The danger of 
postoperative meningitis is negligible. According to 
the statistics of the French Army surgeons only 1 
case of postoperative meningitis was observed fol- 
lowing 800 operations. 

The treatment of Pott’s disease is discussed at 
length. Bone grafting should be done in all cases, as 
early as possible, in children as well as in adults. It 
is the only method that accomplishes complete im- 
mobilization. The author has never observed elimi- 
nation, resorption, or fracture of the graft. The 
graft should be “living,” that is, it should not be 
fashioned nor should it be kept in saline solution for 
any time, but should be applied immediately after it 
has been taken from the tibia. No gibbus can devel- 
op after this operation. A solid bony bloc is formed 
at the level of the involved vertebrae, and even in 
small children no appreciable disturbance of growth 
is observed. It is important to make the graft long 
enough to secure insertion in a healthy vertebra and 
to have a large area of contact. The patient is im- 
mediately put in a body cast for 4 months. At this 
time the cast is changed and the patient is immobil- 
ized again for another 3 months. Eighteen months 
after the intervention the patient is permitted to 
get out of bed and to move about with an apparatus. 

Wandering abscesses which sometimes appear 
long after the spondylitis has healed should be ex- 
tirpated in their entirety before a sinus develops. 
Abscesses in the mediastinum anterior to the verte- 
brae should be approached by resection of the neck of 
the corresponding rib and of the transverse processes 
of the vertebrae. Abscesses pointing in the thigh are 
followed up along the psoas muscle to their origin at 
the vertebrae and the whole sacs are removed. 

Tuberculosis of the sacroiliac junction is treated 
by arthrodesis. A graft from the tibia is applied 
across the sacrum and the two ends are joined to the 
posterior aspect of the iliac wings. This operation 
accomplishes excellent ankylosis. 

Of all the articulations, the hip joint is the least 
favorable to surgery because of its poor accessibility. 
If immobilization does not have the desired effect, 
extra-articular arthrodesis is indicated, the graft 
being taken either from the tibia or the iliac crest. 
Resection of the hip joint should be avoided if 
possible. 

In tuberculosis of the knee, synovectomy gives 
good results if performed early, and sometimes it 
even permits preservation of the mobility of the 
joint. In the majority of cases, however, resection 
is indicated. 

Tuberculosis of the tibiotarsal articulation is often 
cured by ablation of the astragalus, with excellent 
functional results. However, in elderly patients and 
in very widespread processes, amputation is pref- 
erable. 

Most tuberculoses of the shoulder heal under con- 
servative treatment. Only in progressive cases with 
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abscess formation is intra-articular arthrodesis in- 
dicated. Tuberculosis of the elbow is treated by re- 
section. In the wrist joint resection is preferable to 
grafting. Amputation should be avoided. 

Tuberculous osteitis heals under immobilization 
and climatotherapy in the great majority of cases. 
Only in rare instances is excision of the diseased tis- 
sues and bone graft indicated. 

Sympathectomy is a valuable addition to the treat- 
ment. In tuberculosis of the knee and the foot it is 
performed along the femoral artery and in affections 
of the metacarpus and phalanges, at the cubital 
space. 

Large cold abscesses should be extirpated com- 
pletely together with all diseased tissues. The auth- 
or aspirates the pus a day before the operation and 
fills the cavity with formalized methylene blue, which 
stains the diseased tissue and so facilitates com- 
plete ablation. The wound is closed without a drain 
and heals by first intention. If a large cavity re- 
mains after extirpation of the abscess, it is packed 
with gauze compresses and the wound closed over it. 
The compresses stimulate the formation of fibrous 
tissue within the pocket. They are removed after 2 
weeks, and obliteration of the cavity is accomplished. 

WERNER M. Sotmitz, M.D. 


Principles in the Treatment of Fractures of the 
Tibial Condyles (Gesichtspunkte fuer die Behand- 
lung der Schienbeinkopfbrueche). Fritz REHBEIN 
and Kart-Aucust Busse. Chirurg, 1949, 20: 118. 


The authors report on a series of 36 cases of frac- 
ture lof the tibial condyles treated at the Surgical 
Department of the University Hospital at Goet- 
tingen, Germany, and discuss the etiology, mecha- 
nism, diagnosis, and treatment of these fractures. 

Two basic forms are distinguished in the litera- 
ture. In the fission fracture, the lower end of the 
femur is wedged between the tibial condyles and 
leads to fracture of one or both of them, often in the 
shape of a “Y.” In the compression (denting) frac- 
ture the cortex of the proximal end of the tibia is 
crushed by direct force. However, this distinction 
is more of theoretical interest, as a combination of 
both forms is found more frequently. {. 

Sixty-five per cent of the cases are caused by di- 
rect, and 35 by indirect, force. Fractures by indirect 
force originate from a fall on the foot with extended 
knee in the majority of cases. 

For correct diagnosis and to avoid serious errors 
in treatment it is imperative that the anteroposterior 
and lateral roentgenograms are taken at exact right 
angles to each other. Only by meticulous observa- 
tion of this principle is it possible to localize the po- 
sition of the fragments correctly and to find the 
best route of approach in open bone work. 

The aim of treatment is to avoid axis deviation 
and to attain the greatest possible mobility. How- 
ever, correct preservation of the axis is more im- 
portant than full mobility. Treatment should be 
conservative whenever possible, but surgical when 
necessary. The authors discuss the indications and 
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contraindications of the different therapeutic pro- 
cedures‘such as traction, wiring, nailing, screwing, 
bone grafting, extirpation of the meniscus, and re- 
section. 

If reduction of the dislocated fragment by manip- 
ulation is not possible, the fragment can often be 
grasped percutaneously with a cobbler’s awl, or one 
or two nails, and lifted into place. To use only trac- 
tion and a cast without previous reduction is a poor 
method. 

After complete reduction the most important 
problem is to prevent secondary sliding or displace- 
ment of the fragments. Traction and the cast alone 
are often not sufficient. Nailing and screwing is pos- 
sible only if the fragments are large enough not to 
split under the impact. A number of devices have 
been invented to hold the fragments in place. The 
authors obtained the best results with a clamp 
similar to that devised by Pisani in this country. If 
the meniscus prevents reduction or is torn, most 
workers prefer extirpation to more conservative 
proceedings. 

After closed reduction the knee should be immobil- 
ized for from 6 to 7 weeks, and no weight bearing 
should be attempted before ro or 12 weeks after the 
injury. 

The late results were good in 16, fair in 3, and poor 
in 7 cases. Three cases resulted in partial or complete 
ankylosis of the knee joint. 

WERNER M. Sotmitz, M.D. 


‘“‘Ligamentous”’ Ankle Fractures. Diagnosis and 
Treatment. Nuiets LauGcE-HANSEN. Acta chir. 
scand., 1949, 97: 544- 


The author analyzes 106 lesions of the ankle joint 
submitted to x-ray examination at the Central 
Hospital, Randers, during the period from July 1, 
1947 to June 30, 1948. In this group, 31 “ligamen- 
tous’’gankle fractures were found. He emphasizes 
that detachment of the medial or lateral ligaments 
of the ankle is often equivalent to a fracture, and 
that the limb should be treated by reduction and 
immobilization in plaster. 

Ligamentous ankle fractures are not visible on 
ordinary roentgenograms unless a bone shell large 
enough to be visible on the film has been torn off. 
They can be demonstrated, however, by special 
techniques. 

The supination-adduction ligamentous fracture 
may be detected by roentgen examination made in 
the frontal plane while the hind foot is adducted. 
The distal part of the calf is fixed with one hand while 
the other grasps around the foot at the calcaneus 
from the plantar aspect and moves it medially. 
This is done with a vigorous and persistent adduc- 
tion pull and may be accomplished without anes- 
thesia. In this way a distinct varus position of the 
talus occurs and the distance between the talus and 
the tip of the lateral malleolus is increased, indicat- 
ing ligamentous detachment laterally. This is not 
— very well under ordinary supination of the 

oot. 
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The presence of a supination-eversion ligamentous 
fracture may sometimes be demonstrated by means 
of a fourth projection, but it may also be diagnosed 
clinically, in spite of negative roentgenograms, by 
the presence of a swelling corresponding to the liga- 
mentous attachment on the anterior tibial tubercle 
and on the proximal part of the anterior margin of 
the lateral malleolus. 

In the pronation-abduction ligamentous fracture, 
the deltoid ligament is detached. It can be demon- 
strated by a special exposure in the frontal plane 
under abduction of the hind foot. The articular 
space between the medial malleolus and the talus is 
widened. 

In the pronation-eversion ligamentous fracture in 
which there is detachment of the deltoid and the 
tibiofibular ligament, a roentgenogram taken in the 
frontal plane while the foot is everted will demon- 
strate valgus position of the talus in the “‘malleolar 
fork,” increase of width of the interspace between the 
talus and medial malleolus, and of the joint space. 

The author discusses another lesion frequently en- 
countered, i.e., detachment of the anterior talo- 
fibular ligament. This is produced by severe inver- 
sion of the maximally supinated foot. It is rarely 
demonstrable in the roentgenogram, but may be 
diagnosed clinically by the presence of swelling cor- 
responding with the ligament laterally on the dorsum 
of the foot, and a very distinct tenderness correspond- 
ing with the attachment of the ligament on the distal 
part of the anterior margin of the lateral malleolus, 
and on the lateral surface of the neck of the astrag- 
alus. 

Fifteen plates depicting these lesions are presented. 

Joun J. CRANLEY, M.D. 


ORTHOPEDICS IN GENERAL 


The Use of Supramid in Orthopedic Surgery (Die 
Verwendung von Supramid in der operativen Ortho- 
paedie). H. RuETHER. Zschr. orthop., 1949, 78: 161. 


Supramid is a thermoplastic material obtained by 
melting hexamethylendiamine and adipinic acid. It 
possesses a high degree of flexibility and a very low 
degree of fragility. This nonabsorbable material 
withstands repeated boiling or autoclaving and has 
such a great tensile strength that a thread 0.5 mm. 
in diameter cannot be torn manually. Suture ma- 
terial, bands, and plates prepared from supramid 
can be impregnated with mercurial preparations, 
sulfonamides, or penicillin to obtain a prolonged 
bactericidal effect. 

The suture material remains unchanged in the 
animal body and is not invaded by cellular elements. 
The tissue reaction is less pronounced as compared 
with the response to silk or catgut. Giant cells have 
never been observed in the vicinity of supramid 
thread. This fact demonstrates the minimal foreign 
body reaction of the animal organism to supramid, 
which is probably attributable to the smooth surface 
of the thread and to the chemical resemblance to 
proteins. 


Supramid monofilamentous thread, from 0.2 to 
1.5 mm. in diameter, has been employed by the 
author in 200 orthopedic operations such as osteot- 
omy, arthrodesis, tendon transplantation, secondary 
amputation, arthrotomy and tendon suture. 

Inspection on secondary operations showed that 
the suture material remained unchanged and did not 
produce any inflammatory tissue reaction. Histo- 
logic studies disclosed only a narrow zone consisting 
mostly of fibrocytes and a small number of lympho- 
cytes, but no cellular penetration of the material 
such as may be noticed in silk or linen. Sutures re- 
maining in the skin under a plaster of paris cast for 
8 weeks did not produce any stitch abscesses. But- 
tons of supramid, used for retention sutures, did not 
create any tissue reaction in spite of considerable 
tension. 

No inhibition of callus formation after the em- 
ployment of supramid in bone surgery has ever been 
noticed. 

Supramid retarded the healing of wounds or was 
responsible for fistula formation in the presence of 
infections only in a few instances in which it was 
used for suturing mobile tendons. 

A triple knot is advised by the author whenever 
monofilamentous supramid thread is used. 

Multifilamentous thread is softer and therefore 
more suitable for subcutaneous sutures. 

Supramid foil is being used for the prevention of 
adhesions after tendon surgery or plastic operations 
on articulations. Josern K. Narat, M.D. 


A Discussion of the Pathology of Bone Tumors (Con- 
siderazioni sulla patologia tumorale dell’osso). CARLO 
Srrtorr and Mauro Piemonte. Soc. Ital. Sc. Ac- 
cord. XL, 1948, 37:1. 


The authors present a review of the subject of 
bone tumors, with 46 one-paged illustrations. These 
consist of reproductions of roentgenograms and 
photomicrographs. 

The authors discuss the diagnostic difficulties, 
even in the presence of a good biopsy. For this rea- 
son they suggested biopsies from several parts of the 
tumor. 

A brief clinical and experimental review is given of 
each bone tumor, as well as the bibliographic com- 


ments of various authors. Typical examples of the. 


bone tumors are shown in the illustrations, which are 
clear and well marked as far as the cellular elements 
of the photomicrographs are concerned. 

This monograph is based on a study of 250 cases 
of bone tumors seen at the Radiology Institute of 
the University of Milan. 

No unusual facts or findings are presented in the 
monograph. Carto ScupEr!, M.D. 


The Neurological Aspects of Deformities of the 
Spine. Paut C. Bucy and RoBErt F. HEIMBURGER. 
Surg. Clin. N. America, 1949, 29: 163. 

Deformities of the spine may be associated with, 
or may occur as the result of, various neurological dis- 
orders. The author reviews the more commonly 




















found situations so that the neurological entity may 
not be overlooked in the face of a more obvious de- 
formity. 

Congenital abnormalities of the spine are fre- 
quently associated with anomalies of other systems, 
since frequently interference with fetal development 
is widespread in its effects. A striking case of hyper- 
hidrosis found in the presence of a cervicothoracic 
scoliosis is presented. 

The spinal deformity of tuberculous and other 
infections is usually kyphosis, which develops grad- 
ually; hence it rarely puts sudden enough pressure 
on the cord to evoke neurological response. The 
encircling tuberculoma, or the pressure of an abscess 
may cause cord pressure. The former, because of its 
position, does not yield good results surgically, but 
— evacuation frequently produces dramatic 
relief. 

Neoplasms which arise as primary or metastatic 
tumors of vertebral bodies, such as myelomas or car- 
cinoma metastases, may cause rather rapid vertebral 
deformity with associated symptoms of neurological 
type. 
Occasionally, paraplegia develops in the presence 
of scoliosis, in which case decompression of the cord, 
performed early, results in improvement. 
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Scoliosis may arise from several neurologic condi- 
tions, such as von Recklinghausen’s neurofibromato- 
sis, syringomyelia, Friedreich’s ataxia, and the pri- 
mary disease, which is not recognized early unless it 
is looked for. 

Intraspinal extradural cysts in adolescents give 
rise to a collapse of vertebrae, with deformity and a 
slowly progressing spastic paraplegia. Neglect of 
correct diagnosis may delay proper treatment until 
neurological changes are irreversible. Most intra- 
spinal tumors grow more rapidly than the extradural 
cysts, and do not produce spinal deformities except 
in rare instances. 

Progressive muscular dystrophy may, through in- 
creasing weakness of paravertebral muscles, cause 
spinal deformity, as may syringomyelia. Friedreich’s 
ataxia brings among its sequelae a progressive scolio- 
sis, the mechanism of which is not understood. 

The scoliosis following involvement of trunk 
muscles in anterior poliomyelitis is more pronounced 
in the patient who is growing rapidly. It is impor- 
tant, in all these pathologic states, that the possible 
presence of concomitant neurologic findings be re- 
called lest obvious deformity throw one off the track 
of the deeper and more serious pathologic condition. 

FRANCES E. BRENNECKE, M.D. 
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BLOOD VESSELS 

Examination of the Veins of the Lower Extremity 
with Special Reference to the Communicating 
Veins (Untersuchungen ueber die Venen der un- 
teren Extremitaeten, mit besonderer Berueksichti- 
gung der gegenseitigen Venenverbindungen zwis- 
chen den oberflaechlichen und tiefen Venen). EERO 
V. L. Ratvio. Ann. med. exp. biol. fenn., 1948, 26: 
Supp. 4. 

The author conducted a most detailed study of the 
veins of the lower extremities and assembled his data 
in a 125 page report. Seventeen cadavers or 24 ex- 
tremities were carefully dissected and the veins 
studied from all possible standpoints. 

The author found that most of the well recognized 
venous channels which are usually discussed, as the 
greater and lesser saphenous vessels, are accompanied 
by parallel vessels which are neither named nor often 
considered. These veins are collecting tributaries to 
the more recognized vessels which are actually the 
collecting estuaries. There are anastomotic channels 
between the parallel veins which are devoid of valves 
so that blood may flow in either direction in these. 

The relationship between the saphenous vein and 
the saphenous nerve was found to be so variable that 
no conclusions could be drawn. The same incon- 
stancy was observed in the relations of the lesser 
saphenous vein to the tibial nerve in the popliteal 
space and to the sural nerve in the leg. 

The valves in the veins have been completely dis- 
cussed by many authors. Raivio, however, has found 
that great variations occur. There is no constancy 
between the site of the vein valves and the tributary 
mouths. They may occur above the junction or be- 
low the junction. Moreover, they are frequently 
entirely absent. As one proceeds peripheralward, 
the number of the valves seems to increase, and in 
the foot the number of the valves is great. There 
does not appear to be any regularity in the distance 
between the valves of any particular vein and they 
may appear within a few centimeters of one another 
or may be quite widely distant. 

The number of communicating veins was quite 
variable. In all of the extremities there were at least 
4in the thigh. In at least three-quarters of the speci- 
mens, however, there were more than 12 com- 
municating veins in the thigh. In contrast-to other 
writers, the author found that the upper communi- 
cating vein ran between the adductor longus and 
the sartorius muscles. The upper four of the com- 
municating vessels emptied directly into the femoral 
vein. Some, however, ended in a plexuslike venous 
group. The valves of the communicating veins were 
most peculiar and did not demonstrate the usual 
course of the blood. In some the valves were so 
placed that there appeared to be a flow from the 
tributaries to the communicating veins into either 
the deep or the superficial systems, whichever side 


of the fascia the tributary ended. In the region of 
the foot the communicating veins were well endowed 
with valves. In the more proximal segments there 
were fewer valves. Some of the communicating 
veins were entirely devoid of valves. Complete and 
detailed tables are appended to the original article 
giving the sizes and measurements of all of the veins 
in all diameters and directions and their complete 
anatomical relations. Witut1am C. Beck, M.D. 


The Treatment of Varices by Resection of the Arch 
and the Simultaneous Injection of Sclerosing 
Agents (Le traitement des varices par la résection de 
la crosse et l’injection sclérosante simultanée). G. 
MENEGAUX and A. QufinneEc. Sem. hép. Paris, 
1949, 50: 2146. 


The authors studied the method of combined high 
ligation, excision of the arch of the internal saphenous 
vein, and retrograde injection of sclerosing agents 
for the treatment of varicose veins. 

After reviewing the historical background, the 
basic anatomy, and the indications and contraindi- 
cations for this method of treatment, they describe 
their technique and the results obtained in 100 pa- 
tients. They were able to report good results in 97 
per cent. EDWARD W. GisBs, M.D. 


The Present Evaluation of the Prophylaxis and 
Treatment of Venous Thrombosis and Pul- 
monary Embolism. Artur W. ALLEN. Surgery, 
1949, 26: 1. 


The author reviews briefly the history of antico- 
agulants and superficial vein interruption in the 
prophylaxis of thrombosis and embolism. He then 
reports the experiences at the Massachusetts General 
Hospital. The final statistics given in an addendum 
show that 905 middle aged patients were given di- 
cumarol prophylactically following operation with no 
fatalities from pulmonary embolism, but with 2 deaths 
from hemorrhage. Fifteen hundred patients have had 
femoral vein ligations as a therapeutic measure and 
7 have died from subsequent emboli. 

Allen points out the disadvantages of both types of 
therapy and holds out hope that a simple test will be 
found to indicate the patient who needs specific 
therapy. He also points out the desirability of a 
safer anticoagulant drug. Jo -w H. Kay, M.D. 


Phlegmasia Cerulea Dolens and Gangrene Asso- 
ciated with Thrombophlebitis. Muicuar.t De- 
Baxey and ALTON OCHSNER. Surgery, 1949, 26: 16. 


The author reviews the literature and reports 2 
cases of phlegmasia cerulea dolens, or “‘blue phlebitis.” 
This disease is characterized by the sudden onset of 
excruciating pain with signs of a markedly decreased 
blood supply which may culminate in gangrene. 
Therapy consisted of thrombectomy, ligation, and 
lumbar sympathetic block. 
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The various etiological mechanisms of this rather 
rare disease (56 reported cases) are discussed, and 
it is concluded that it probably is due to sudden 
massive venous occlusion associated with marked 
arterial spasm. Joun H. Kay, M.D. 


Rationale of Therapy in Acute Vascular Occlusions 
Based upon Micrometric Observations. WAYNE 
B. Martin, Harotp LAuFMAN, and STANLEY W. 
TUELL. Ann. Surg., 1949, 129: 476. 


All observations were made on mesenteric vessels 
with the use of a Kniseley fused quartz rod transil- 
lumination apparatus employing a constant tem- 
perature tissue bath with variable volume flow. 
Young, small dogs were used and intravenous nem- 
butal anesthesia was employed. A special lucite 
tray held the dog’s mesentery in a nonstretched po- 
sition, submersed in constantly circulating mamma- 
lian Ringer’s solution at body temperature. The 
microscope was fixed on small vessels. A small pre- 
capillary artery and vein running side by side were 
chosen for observation, the artery measuring from 
.054 to .144 mm. in the various animals, and the 
vein from .ogo to .288 mm. These vessels presented 
characteristic patterns in response to main stem oc- 
clusion and after its release. Following clamping of 
the superior mesenteric artery, both the small 
artery and vein under observation diminished in 
caliber. After release of the occlusion the small ar- 
tery remained in moderate spasm for a short period 
of time before returning to the control caliber. This 
was called residual vasospasm. It occurred in the 
presence of grossly visible reactive hyperemia of the 
involved intestine. 

Following clamping of the superior mesenteric 
vein, the small veins became dilated, while the small 
arteries exhibited a marked diminution in caliber. 
After release of the venous occlusion, temporary re- 
sidual vasospasm in the small artery was again 
noted. As the artery returned to its control caliber, 
the engorged vein also regained its control diameter. 

The purpose of this report is to describe the varia- 
tions imposed on these patterns by the actions of 
certain therapeutic measures in common use today. 
All their observations were made by direct micro- 
scopic measurement, using a Leitz micrometer in- 
stalled into the lens system of the microscope. They 
chose to interpret reduced caliber of vessels as 
i gl The following observations were then 
made: 

1. Effect of sympathectomy on vessel caliber in acute 
venous occlusion. Sympathectomy was done by strip- 
ping the majn stem of the superior mesenteric ves- 
sels. Occlusions were produced by placing a rubber- 
tipped clamp on the superior mesenteric vein. Re- 
flex vasospasm in the concomitant arterial tree no 
longer occurred. This supports the evidence that the 
sympathetic fibers associated with veins carry af- 
ferent impulses. There is also greater dilatation of 
an already dilated venous tree, possibly due to loss 
of tonus. It can be inferred from their measurements 
that interruption of the sympathetic fibers is of 


value in increasing the caliber of the concomitant 
arterial tree in acute venous occlusions. 

2. The effect of sympathectomy on vessel caliber in 
arterial occlusion. The main stem of the superior 
mesenteric artery was stripped of its adventitia and 
the rubber-tipped clamp placed in this area after a 
period of control observation. 

In contrast to severe spasm in the small artery and 
moderate spasm in the small vein in the control ani- 
mals, there was no change in the sympathectomized 
animals. After release, reactive hyperemia actually 
may be increased. 

Experiments with acute arterial and venous oc- 
clusions with and without sympathectomy seem to 
indicate that there are afferent as well as efferent 
fibers in both arteries and veins, and that these fibers 
are largely responsible for the patterns of response 
following occlusions. In venous occlusions the pres- 
sure gradient of blood flow appears to play a pre- 
dominant role in deciding the caliber of the small 
veins, since these vessels are thin-walled and prob- 
ably do not carry a very heavy sympathetic innerva- 
tion. On the other hand, the pressure gradient of 
blood flow in arterial occlusions appears to play a 
secondary role to the presence or absence of sympa- 
thetic stimulation of the arterial tree. In the author’s 
opinion, this favors the rationale of sympathectomy 
in acute arterial occlusion although such a procedure 
can conceivably lead to gangrene, and sympathetic 
block may even be superior therapy. It is believed 
that sympathectomy may also decrease the rate of 
flow of blood. 

3. Effect of oxygen therapy on vessel caliber in acute 
venous and arterial occlusions. Oxygen appeared to 
have no direct effect upon vessel caliber during or 
after stagnant anoxia. 

4. Effect of papaverine hydrochloride on vessel caliber 
in acute venous and arterial occlusions. Papaverine 
appears to be effective if there is no thrombosis distal 
to the site of occlusion. 

5. Effect of tetraethylammonium chloride (etamon) 
on vessel caliber in vascular occlusions. It was effective 
in only 50 per cent of the cases in which nonshock- 
producing doses were employed. There is probably a 
generalized drop in blood pressure with actually a 
diminished blood flow to the injured area. 

6. Effect of anticoagulants in acute vascular oc- 
clusions. It appears that the administration of anti- 
coagulants prevents thrombus formation in the 
presence of sludge by preventing the sludged masses 
of cells from becoming adherent to the endothelial 
lining of the vessel. Sludge formation, however, is 
not prevented. The vasodilating measure is allowed 
to exert an effect where it is needed if anticoagulants 
are incorporated as an important ingredient in the 
therapy of vascular occlusions. 

Regional sympathetic denervation eradicates the 
pattern of small vessel spasm to an extent unequalled 
by the generalized vasodilators employed. However, 
once an occlusion is released, such generally acting 
drugs are usually able to counteract residual vaso- 
spasm, Leroy J. KLEmnsASSER, M.D. 
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Complication Resulting from Injuries to Major 
Arteries. Louis G. HERRMANN and JosEePH A. 
BUCHMAN. Surgery, 1949, 26: 59. 

The authors discuss briefly the complications aris- 
ing from injuries to the major vessels, and their treat- 
ment. These are secondary arterial spasm, intra- 
vascular injuries to large arteries resulting in acute 
arterial occlusion, and extravascular injuries to large 
arteries. The last comprise the largest group and are 
discussed as primary hemorrhage, internal hemor- 
rhage, secondary hemorrhage, dissecting hematomas 
or aneurysms, secondary arterial thrombosis, arterial 
aneurysms, and arteriovenous shunts. Case histories 
are given to illustrate many of these complications. 

Prompt diagnosis of the kind and site of the arterial 
injuries, with as little delay as possible in instituting 
definitive treatment, is essential in these disorders. 

Epwarp H. Camp, M.D. 


The Treatment of Cavernous Hemangiomas and 
Cirsoid Aneurysms by the Injection of Boiling 
Water. Prercivat P. Cote and Atan H. Hunt. 
Brit. J. Surg., 1949, 36: 346. 


The authors describe the method of injecting boil- 
ing water into cavernous angiomas, as originally pre- 
sented by Wyeth in 1903, as a useful adjuvant to sur- 
gical excision, ligation of the feeding vessels, and the 
injection of chemical sclerosants. These additional 
methods are discussed and the technique and purpose 
of boiling water injections described in detail. A 
specially adapted syringe is used with an 18 or 19 
gauge needle, and ordinary boiling tap water without 
additional chemicals i is used. Intravenous adminis- 
tration of pentothal is recommended for anesthesia 
and the skin is usually prepared simply by smearing 
with sterile vaseline petroleum jelly. The amount of 
water used may vary from a few minims to 75 c.c. 
The object is to produce intravascular thermal co- 
agulation, scalding and destruction of the intima of 
the blood spaces, and perivascular inflammation pro- 
gressing to fibrosis. 

The dangers noted are (1) secondary hemorrhage, 
(2) accidental scalding of the skin or of the neighbor- 
ing tissues by the inadvertent escape of boiling wa- 
ter, (3) scarring from actual cutaneous destruction, 
(4) infection, and (5) embolism. When properly ap- 
plied, the method is safe and relatively painless. 
Large tumors may demand multiple injections. 

The authors present numerous illustrations of the 
equipment as well as photographs and drawings of 
individual cases. Epwarp H. Camp, M.D. 


Surgical Treatment of Aneurysms. GERALD H. 


Pratt. Am. Heart J., 1949, 38: 43. 


The author reports a study of 218 operations upon 
177 patients for the treatment of arterial and arterio- 
venous aneurysms. He also brings to our attention a 
group of patients who have unrecognized arterio- 
venous connections or arterial varices, which may 
be mistaken for varicose veins. 

In general there are two types of aneurysms: those 
involving the arterial tree only, and those in which 


both the arteries and veins are connected. Either 
type may result from congenital or developmental 
failure, from trauma, or from degeneration of ves- 
sels due to disease. 

Arteriovenous aneurysms, other than those due 
to trauma, are, in the main, of congenital origin. 
Such congenital arteriovenous aneurysms include 
many of the hemangiomas, the port-wine blemishes, 
and other vascular anomalies which may develop 
into aneurysms as time goes on. One hundred and 
fourteen of the author’s series of 177 patients had 
this congenital type of arteriovenous aneurysms. 

Twenty-four aneurysms due to trauma are pre- 
sented. Trauma may be in the form of gunshot or 
knife wound, or may result from airplane or auto- 
mobile accidents. 

The author draws attention to the fact that in- 
creasing numbers of elderly people increase the inci- 
dence of arteriovenous aneurysms. Arteriosclerosis 
is present in 4o per cent of all persons over 40 years 
of age. One of its complications is aneurysm. There 
were 39 patients in this category. 

A complete outline of the treatment of arterial 
aneurysm is presented. Excision with end-to-end 
anastomosis is the ideal method. It is possible in 
nearly all small traumatic aneurysms and in some 
others. (The hydrodynamic law that pressure at 
any point in the vessel wall is inversely proportional 
to the rate of flow helps in making an anastomosis, 
since the rate of flow is rapid in arteries and wall pres- 
sure is therefore low.) 

In those cases in which there is a large arterial 
defect and life of the part depends on the arterial 
continuity, a vein may be used as a transplant. Su- 
turing of the transplant is preferred to the use of a 
tube lined by a vein. 

The Matas obliteration operation is the operation 
of choice when anastomosis is impossible. Its value 
lies in the fact that it does not destroy the collateral 
circulation which has developed around the sac. The 
author adds his experience of implanting a large 
contiguous muscle directly in the sac, which supplies 
a core and obliterates the space. This procedure has 
been used in 28 patients. 

Occlusion by proximal ligation is a fourth type of 
surgery. The author has obliterated the abdominal 
aorta for aneurysm by transperitoneal ligation be- 
low the renal arteries in 5 instances. A fascial plug 
proximal to the cotton tape is recommended in order 
to take the shock off the obliteration. Otherwise 
rupture may occur at the point of the proximal tape. 
In 6 operations for the correction of thoracic aneu- 
rysms performed in conjunction with Babcock, an 
end-to-end artery-vein anastomosis distal to the 
aneurysm was performed. A sixth form of treatment 
is the introduction of an extra-arterial irritant. This 
effects a slow obliteration and occlusion, but in dis- 
eased vessels the results are not so satisfactory. 
Cellophane and talcum powder have been used. 

Treatment of arteriovenous aneurysm includes 
several methods: (1) excision and end-to-end anas- 
tomosis for small aneurysms, (2) repair of the artery, 
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which may be accomplished through the vein wall 
or through the sac, (3) ligation with the excision of 
all involved vessels. Rarely are there only 4 vessels 
involved, however. Collateral and new vessels form 
very rapidly, and the vein and its branches dilate so 
quickly that innumerable vessels are encountered. 
The obliteration operation similar to that used in 
arterial aneurysms was found to be satisfactory in 
a few cases. 

The second portion of this informative article 
concerns a group of patients with congenital anas- 
tomosis of multiple small vessels between the femoral 
artery and the saphenous system. 

The diagnostic criteria for arterial varices include 
the following: 

1. The veins develop rapidly and extensively and 
occur on the lateral aspect of the leg or in the pop- 
liteal area. 

a They remain partially filled on elevation of the 
limb. 

3. They recur after varicose vein ligation. 

4. The skin temperature is markedly increased. 

5. Upon opening of the vein, arterial blood is 
ejected with the systole. 

6. The vessel walls show more coats than a normal 
vein and less than an artery. 

7. The oxygen content of the blood in these varices 
is higher than in ordinary veins. 

Of 244 consecutive patients with varicose veins of 
a complicated nature, referred to the author, 59, or 
almost 25 per cent, had undiagnosed arteriovenous 
connections rather than incompetent venous valves. 

The treatment requires: (1) wide excision of the 
saphenous vein in the groin and popliteal space with 
resection of each arterial branch; (2) excision of the 
saphenous vein at each incompetent point; (3) ex- 
tended excision of all dilated veins on the lateral 
aspect or popliteal area; and (4) regular follow-up 
treatment of any recurrences. 

KENNETH SHERMAN, M.D. 


Technique of Endarteriectomy of Obliterated and 
Chronically ombosed Vessels of the Legs, 
Iliac Vessels, and Inferior Abdominal Aorta 
(Technique des “endartériectomies” pour artérites 
oblitérantes chroniques des membres inférieurs, des 
iliaques et de l’aorte abdominale inférieure). Louis 
Bazy, Jacques Hucurer, Henri REBOUL, and 
Prerre Lausry. J. chir., Par., 1949, 65: 196. 


Jean Cid dos Santos, in 1946 and 1947, demon- 
strated that in some cases an old thrombosis exists 
in a well preserved vessel and that in these cases 
the thrombectomy was really a thromboendarteriec- 
tomy; that postoperatively the blood is actually in 
contact with the arterial mucosa and the collateral 
branchings are able to regain function after the ob- 
struction is removed. He practiced retrograde cu- 
rettage, but it is obvious that death may be caused 
by a tiny unseen loose thrombotic fragment and 
therefore a better technique is needed. 

The authors describe in detail their operation, 
the surgical anatomy, the instruments used, the 


position of the patient in the approaches to various 
vessels, and the difficulties and complications which 
they have encountered. 

Briefly stated the operation consists of a longi- 
tudinal incision made in the arterial segment which 
has been previously shown (by roentgenarterio- 
graphy) to contain the thrombus, and the shelling 
out of the thrombus by finding a cleavage plane be- 
tween it and the muscular coat of the vessel. Pre- 
vious heparinization of the patient is done (the 
wounds are irrigated with 5 per cent heparin solu- 
tion) and, finally, a two-layered suture repair of 
the incision is done. 

The only indication for endarteriectomy is found 
in arteries of definite functional value which have 
resisted medical treatment and have had suf- 
ficient rest. The vessel segment involved with 
thrombosis must not exceed 50 cm. in length, its 
caliber must be no less than the caliber of the 
posterior tibial artery, and there must be no seg- 
mental type of inferior multiple thrombosis below 
the thrombosis in question. 

The authors state that 10 per cent of their 47 
endarteriectomies have been followed by new throm- 
boses, but they express surprise that the figure is 
this low and account for it by stating that the en- 
darteriectomy really is an intramural sympathec- 
tomy (removal of the irritant thrombus.) 

Jane C. MacMittan M.D. 


BLOOD; TRANSFUSION 


Experimental Documents on Intra-Arterial Trans- 
fusion (Documents expérimentaux sur la transfu- 
sion intra-artérielle). PreRRE MALLET-Guy, RENE 
FEIT, NNE RADEMAKER, and HENRI VIGNO. 
Mém. Acad. chir., Par., 1949, 75: 127. 


The authors introduce the subject of intra-arterial 
transfusions with a short résumé of the work done by 
various groups throughout the world. The remainder 
of the article is devoted to a careful account of their 
experiences with intra-arterial and intravenous trans- 
fusions in experimental shock in dogs. 

The animals used were of medium size. Under 
local anesthesia trocars were introduced into the 
femoral and carotid arteries and the jugular vein. 
Pressure measuring manometers were attached to 
the trocars in the carotid and jugular vessels. The 
femoral trocar was used for bleeding and intra- 
arterial transfusions. The blood removed was placed 
in warm sterile flasks containing citrate. Bleeding 
was carried out until a state of shock existed. Either 
intra-arterial or intravenous transfusions of the re- 
moved blood were then given. Heparin was injected 
at regular intervals into the tubes of the recording 
apparatus to prevent clotting. 

Three phases of shock were differentiated: in- 
cipient shock, denoted by a sharp fall in pressure; 
grave shock, marked by tachycardia, Cheyne-Stokes 
tespirations, weakening or abolition of reflexes, and 
progressive rigidity; finally, the phase of apparent 
death with cessation of the heart and respiration. 
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Three types of transfusion were used to combat 
these phases of shock. The first was a slow intra- 
venous transfusion of 15 c.c. per minute. The second 
was intravenous and given at a rate of from 75 to 100 
c.c. per minute. The third was intra-arterial and 
averaged frem 50 to 100 c.c. per minute. 

The results showed that in incipient shock there 
was a rapid return to normal with the slow intra- 
venous transfusion. The animals in grave shock sur- 
vived with this type of transfusion but their return 
to normal was slow and irregular. All animals in the 
third phase of shock failed to respond. 

The rapid intravenous transfusion was used only 
in the grave and “apparent death” phases of shock. 
Two of the 5 animals in these phases died. Not only 
did the rapid intravenous transfusion fail in these 
two instances but it actually hastened death by in- 
creasing the state of shock. The authors explain this 
phenomenon as being due to a rapid dilatation of the 
right side of the heart with resulting cardiac irregu- 
larities and collapse of the left side of the heart. 
These observations were confirmed both at autopsy 
and with the thorax open during the experiment. 
The venous pressure exhibited a rapid rise under 
these circumstances. 

Intra-arterial transfusions were given to 11 dogs 
in the grave and “apparent death” phases of shock 
with only 1 failure. The authors noted a rapid and 
sustained rise of the blood pressure to normal. A 
regular heart action commenced almost immediately 
and the animal recovered rapidly. 


They conclude that intra-arterial transfusion has a 
definite place in combating profound shock, and 
that rapid intravenous transfusion may provoke the 
shock state by distending the right side of the heart. 

Joun H. Frynn, M.D. 


Postabortive Anuria, Due to the Perfringens Bacil- 
lus, Treated by Replacement Transfusions 
(Anurie “post-abortum”, due au bacille ‘“per- 
fringens,” guérie par exsanguino-transfusion). C. 
Lian, FRED SIGUIER, JEAN CROSNIER, J. C. SAVOIE, 
and P. Pouttain. Bull. Soc. méd. hép. Paris, 1949, 
65: 265. 

The authors present a case of postabortive anuria 
in a 19 year old patient who was treated by replace- 
ment transfusions. Treatment was begun 3 days 
after a self-induced abortion, at which time the pa- 
tient was essentially anuric. Six replacement trans- 
fusions were given to the patient over the next 12 
days, each of approximately 6 liters, to a total of 35 
liters of whole fresh blood. About 20 gm. of urea 
were removed with each replacement transfusion. 
No mention is made of any other fluid therapy. 
Diuresis ensued on the twelfth hospital day with un- 
eventful recovery. Liver and kidney function tests 
following recovery were within normal limits. 

The perfringens bacillus, assumed to be the causa- 
tive agent of the anuria, was cultured from the cervi- 
cal os on admission. Blood cultures were negative, 
and septicemia, thought to be due to this organism, 
was a Clinical impression. JoHn H. Fiynn, M.D. 





SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 

An Odd War Injury. Surgical Interest in Bone 
Tomography. Tomographic Localization of In- 
tracranial Projectiles (Une curieuse blessure de 
guerre. Intérét chirurgical de la tomographie os- 
seuse. Localisation tomographique des projectiles 
; ccna HERDNER. Acta chir. belg., 1949, 48: 

Be 

Two different subjects without any connection be- 
tween them are treated in this article. 

First, a freak war wound is reported. A soldier was 
hit by a shell fragment that caused a longitudinal 
wound at the outer aspect of the knee. The lateral 
aspect of the thigh appeared grossly deformed by a 
large subcutaneous mass which involved the entire 
length of the thigh from the trochanter downward. 
Operation revealed that this mass consisted of the 
soldier’s leather legging which, by the impact of the 
missile, had been rolled up and forced through the 
wound into the subcutaneous space of the thigh. The 
possible mechanism of this unique injury is discussed. 
The rest of the article is devoted to tomography as 
used in the study of bone anatomy and pathology. 

Until recently tomography has been used mostly 
for the study and localization of pulmonary diseases. 
For the examination of skeletal changes a different 
kind of equipment is needed. 

The author emphasizes the superiority of tomo- 
graphic examination over regular roentgenography. 
Roentgen examination of many parts of the skeleton 
is unsatisfactory and confusing because of the super- 
imposition of bone and other structures which ob- 
struct or blur the object. This is true especially in 
roentgenography of the spine. For example, it is im- 
possible to take a roentgenogram of the atlanto- 
occipital articulation which is concealed by the mass 
of the facial skeleton and the occipital bone in the 
anteroposterior direction and by the mastoid pro- 
cesses laterally. Also, the correct interpretation of 
films in the entire vertebral column is difficult be- 
cause of the superimposition of other bone struc- 
tures, and shadows of the bronchi, blood vessels, and 
intestines. 

All these disadvantages are avoided by tomogra- 
phy which permits study of the anatomy and pa- 
thology of a bone step by step, or millimeter by 
millimeter, if necessary. A great number of ex- 
amples are presented to show the clinical importance 
of this method. In the skull, the sphenoid fissure, the 
course of the external auditory canal, details in the 
structure of the petrous bone, the optic canal, the 
sphenoid sinuses, the articulation between the sphe- 
noid and vomer, and the large and small foramina at 
the base can be examined as in serial cuts without 
obstruction by contiguous structures, and in the 
spine, the intervertebral discs and the sacral bone 
can be studied in greater detail. 


The author succeeded, by this method, in discov- 
ering a minute cold abscess of the scapula in a case 
that had been treated for a long time as neuritis of 
the brachial plexus. In other instances, small tuber- 
culous foci in the ribs, beginning cases of Pott’s dis- 
ease, nonspecific osteomyelitis, and other conditions 
could be diagnosed early. In all of these cases the 
usual x-ray examination had missed the diagnosis. 
In the facial skeleton lesions of the ethmoidal cells 
and of the maxillary sinuses can be explored in de- 
tail. 

Finally, the author describes the technique of 
localization of intracranial foreign bodies by to- 
mography. WERNER M. Sotmitz, M.D. 


ANESTHESIA 


Studies on Circulation (Electrocardiogram, Oxy- 
gen, Saturation) During Anesthesia and Opera- 
tions for Angina Pectoris and Hypertension. 
Sten LinpGREN and RicHarD F. OHNELL. Acta 
chir. scand., 1949, 98: 57. 


The initial purpose of the authors’ presentation 
was to find out whether cervicothoracic sympathec- 
tomies in man cause any immediate changes in the 
electrocardiogram. Subsequently the investigation 
included the different stages in the anesthesia in cases 
of angina pectoris and hypertension. Also the oxy- 
gen saturation of the arterial blood was observed. 

Three hundred fifty patients with hypertension 
were operated upon according to the technique of 
Peet or Smithwick, usually with the removal of the 
lower four or five thoracic ganglia and the upper one 
or two ganglia as well as the corresponding part of 
the splanchnic nerve. Eighty patients with angina 
pectoris were subjected to sympathectomy which 
included the stellate ganglion and the second to fifth 
thoracic ganglia. The anesthetic was induced intra- 
venously —barbiturate—narcotol (eunarcon). Gen- 
eral anesthesia was then administered with ether as 
the principal anesthetic agent. All the patients were 
intubated. A semiopen circuit was used with a soda 
lime container for absorption of the carbon dioxide, 
and the gases were administered in excess. All elec- 
trocardiograms were taken in a recumbent position. 
Morphine-scopolamine premedication was given 
subcutaneously 1 hour before operation. 

During the cervicothoracic sympathectomy no 
constant changes were noted in the electrocardio- 
gram. Frequently a distinct, though transient, fall 
in the blood pressure was seen when there was 
mechanical interference with the stellate ganglion. 

It was found that during deep anesthesia there 
often occurred a displaced pacemaker. The appear- 
ance of ST-T changes during anesthesia is compara- 
tively common and may be explained by simultan- 
eous changes in frequency and by hypoxia. When 
electrocardiographic changes occur during intuba- 
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tion they seem to be due to manifested hypoxia. 
During induction the oxygen saturation of the arter- 
ial blood was found considerably reduced but this 
was generally transient. Also, at the end of the 
operation there was a reduction in the oxygen satura- 
tion. This emphasized the importance of tracheo- 
bronchial toilet, quick emergence from anesthesia, 
and adequate postoperative treatment. 
Mary Karp, M.D. 


A Review of Anesthetic Procedures Employed in 
1,016 Major Thoracic Operations of Pulmonary 
Tuberculosis: Complications and Sequelae. 
CHARLES GRUENWALD and Brian C. Sworn. 
Anesthesiology, 1949, 10: 295. 


A critical survey for pulmonary tuberculosis was 
made of 1,016 patients with a description of the 
anesthetic methods used for the major thoracic pro- 
cedure. It was determined that the anesthetic agent 
was not a factor in causing spreads or reactivations of 
the disease, but that lower resistance of the patient 
was the vital causative factor. Profound and pro- 
longed anesthesia superimposed upon surgical trau- 
ma plays a major role in lowering the patient’s re- 
sistance. 

Twenty-one thoracoplasties were done under para- 
vertebral and field block. Inhalation anesthesia was 
used for all other thoracoplasties, cavernostomies, 
lucite packs, and excisions of the lobe or lung. The 
major anesthetic agent in the first 580 cases was 
ether and in 415 it was cyclopropane. Pentothal 
was administered for induction in all cases in which 
ether was used. Endotracheal anesthesia affords 
the anesthetist a better opportunity of approaching 
the ideal in anesthesia for tuberculosis, namely, 
light anesthesia, bronchial and tracheal toilet, and 
better control. Bronchoscopy performed routinely 
immediately after operation was discovered to be an 
unnecessary procedure when adequate bronchial 
and tracheal aspiration was carried out during anes- 
thesia. There were no cases of laryngeal tuberculosis 
observed following endotracheal anesthesia. 

The authors were of the opinion, from the sta- 
tistics compiled, that ether is not a causative factor in 
the development of postoperative spread of the 
disease. As to the 25 reactivations or spreads, 2.58 
per cent of all the patients who had ether as a major 
agent had spreads, and 2.41 per cent of all the pa- 
tients who received cyclopropane as a major agent 
had spreads. Eighteen cases of reactivation and 
extension of tuberculosis following surgery were re- 
viewed in detail. Mary Karp, M.D. 


Fatal Massive Pulmonary Collapse During Spinal 
Anesthesia. Irvinc M. PAttin and Morris 
GotpMAN. Anesthesiology, 1949, 10: 325. 


Three cases of fatal massive pulmonary collapse 
are reported as a complication of spinal anesthesia. 
Massive collapse is defined and described historically 
and clinically. Its incidence has been quoted as from 
0.2 per cent to 0.142 per cent. The cases: described 
were the first reported of nonobstructive massive 


collapse occurring as a fatal complication. The 
significant findings in the 3 cases were temperature 
with generalized toxic manifestations, spinal anes- 
thesia with a known high level in 1 case, cessation 
of respiration and cardiac action almost simultan- 
eously, intraperitoneal manipulation in 2 cases, 
severe apprehension and fear in 1 case, and autopsy 
findings of almost complete bilateral pulmonary 
atelectasis in all 3 cases. 

Experimental evidence is presented to justify the 
theory that an unbalanced autonomic nervous sys- 
tem with a hyperactivity of the parasympathetic 
division can cause a reflex “contraction” of the lung 
with consequent atelectasis and cessation of cardiac 
and circulatory activity. The use of atropine is 
advocated in spinai anesthesia in addition to the 
usual sympathomimetic drugs, especially in patients 
exhibiting such symptoms and signs as toxemia, 
high oxygen demand, severe emotional duress, and 
paralysis of the lower thoracic and lumbar sym- 
pathetic nerves. Spinal anesthesia would seem to 
be contraindicated whenever a strongly unbalanced 
autonomic nervous system is operative. 

Mary Karp, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Design and Management of Long Intestinal 
Tubes. JoHun J. Witp. Surgery, 1949, 25: 779. 


The problems involved in the advantageous use of 
long intestinal tubes are almost wholly concerned 
with the following factors: 

1. Inadequacies of the design of tube and suction 
apparatus, and the technique of their use. 

2. Delay in bringing about passage of the tube (a) 
from the fundus of the stomach to the pyloric an- 
trum, (b) through the pyloric sphincter into the 
duodenum, (c) around the duodenum into the je- 
junum, and (d) down the intestine. 

3. Failure to recognize that operative intervention 
is imperative in those cases exhibiting impairment 
of blood supply of the bowel irrespective of the con- 
dition of the patient, and in certain other well de- 
scribed circumstances. 

The author has made extensive experimental, 
technical, and clinical studies to solve these prob- 
lems and to achieve rapid decompression of the dis- 
tended small bowel with a reduction of the worry 
and detailed nursing care associated at present with 
the use of long intestinal tubes. He has tested the 
various types of available tubes and accessories and 
has designed tubes incorporating what he considers 
to be the ideal qualities of along intestinal tube. With 
respect to materials, the ideal long intestinal tube 
should be: (z) nonirritating to the nasal passages 
and oropharynx, (2) glassy smooth inside and out, 
(3) of high tensile strength, (4) unaffected by in- 
testinal contents, and (5) x-ray opaque. 

Any attached thin sacks should be (1) water re- 
pellent, (2) impermeable to gases, (3) of the highest 
tensile strength, (4) unaffected by mineral oil, and 
(5) as durable as the tube. 
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With regard to construction, the tube should be 
usable in all types of cases from infants to the aged, 
in any clinical condition involving distention or its 
consequences. The tube should have maximum 
flexibility to negotiate the sharpest curves and at the 
same time be easily introduced into the nose and 
stomach. The wall should be so designed that oc- 
clusion of the lumen cannot occur when the tube is 
bent acutely or twisted. The lumen should be of 
adequate size relative to its length to provide rapid 
and constant removal of intestinal contents with a 
minimum of nursing attention. The aspiration ori- 
fices should provide for adequate removal of in- 
testinal contents without blocking and should in no 
way weaken the tube. They should be so designed 
that the intestinal mucosa cannot be sucked into 
them. The tube should be as long as is necessary to 
perform its function efficiently. The longer the 
tube, the more resistance there is to the flow of con- 
tents within. The outside diameter should be held 
to the smallest possible dimensions. Inflation tubes, 
where used, should be attached to, or incorporated 
into, the suction tube in such a way that replacement 
of balloons and attachment of connecting pieces are 
simple. Connecting pieces should be simple and of 
the same bore throughout as that of the tube, and so 
arranged in the case of multilumen tubes that con- 
fusion is avoided. The tube should be so designed 
that cheap production is possible. 

The most satisfactory tube material now available 
was found to be a polyvinyl resin blended with 
plasticizer, while pure natural latex films have been 
used exclusively for the attached thin sacks. 


Extensive studies of tube construction, for devel- 
opment of a tube embodying adequate lumen with 
small outside diameter and flexibility without ten- 
dency to kinking, indicate that the inclusion of a 
flexible support in the wall of the tube is the logical 
solution of these problems. Attention was also 
directed to the efficient functioning of inflation tubes 
when used. 

The size, the shape, and the location of aspira- 
tion holes in the tube are important. Elongated or 
oval holes, provided adequate support is given, are 
advantageous. It was found that two full-lumen, 
elongated holes, diametrically opposite to one anoth- 
er, supported by a metal insert and placed near the 
tip of the tube just distal to the balloon have many 
advantages over any other possible arrangement. 
The possible disadvantages of a terminal hole system 
can be best overcome by the introduction of a sep- 
arate inlying gastric tube. 

Further studies on the design of the bolus and of 
the gravity director head indicated several advan- 
tages in retaining the intestinal balloon in combi- 
nation with the gravity director head. 

As a result of studying the various alternative 
arrangements and possible designs of tubes, the au- 
thor designed a tube which he has carefully evaluated 
clinically in 250 cases and has found to give a very 
high pass rate. 

* The details of the construction of this tube, and 
the materials used are given, as well as the technique 
of use and management. The lines of further de- 
velopment of long intestinal tubes are indicated. 
Joun L. Linnguist, M.D. 
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ROENTGENOLOGY 


The Possibilities and Limitations of Roentgen Diag- 
nosis. LEO G. RIGLER. Am. J. Roentg., 1949, 61: 
743- 


This Pancoast Memorial Lecture presented at the 
annual meeting of the Philadelphia Roentgen Ray 
Society on November 6, 1947 contains historical and 
philosophical remarks regarding the limitations of 
roentgen diagnosis. Consideration is given to the 
diagnosis of chest diseases only. Questions in regard 
to the smallest size of a lesion that can be detected 
by x-rays, the earliest manifestations, and the earli- 
est changes are discussed. The following points, 
among others, are brought out: 

1. Pulmonary edema can be detected before the 
onset of symptoms if it is alveolar in type. 

2. A pleural effusion, as small as 300 to 400 c.c., 
can be detected on conventional films. Amounts of 
too c.c. can be detected on lateral decubitus films. 

3. Bacterial pneumonias are demonstrable within 
a few hours after their onset in some cases. Atypical 
or virus pneumonias may not be demonstrable for 
48 or more hours. 

4. Pulmonary tuberculosis becomes demonstrable 
from 10 to 20 weeks after exposure to the disease. 

5. Miliary tuberculosis may exist as long as 7 
weeks before it becomes demonstrable by x-rays. 

6. Nodular lesions such as metastases are demon- 
strable when their size is 3 mm. or more in diameter. 
(Smaller ones can be seen if arranged in clusters.) 

7. Bronchogenic carcinoma can almost always be 
demonstrated by x-rays when symptoms are present. 
However, this involves fluoroscopy, bronchography, 
and planigraphy with attention focused on localized 
emphysema as well as on atelectasis. 

Of philosophical interest is the fact that it may 
take many weeks before conditions like pregnancy or 
acute osteomyelitis become demonstrable by x-rays, 
whereas, conversely, gastric carcinoma may be de- 
tected by x-rays long before it causes any symptoms. 

GERHART S. SCHWARZ, M.D. 


Roentgentherapy in Cancer of Hypopharynx. Fran- 
cois BACLESSE. J. Am. M. Ass., 1949, 140: 525. 


The prognosis for cancer of the hypopharynx is 
poor because tumors occurring in this site are usu- 
ally of an ulcerating and destructive nature. Com- 
plications, such as infection, involvement of the 
cartilage, and sometimes considerable extension to 
the surrounding structures, make these lesions diffi- 
cult to cure. From 1921 to 1942, 425 patients were 
treated for cancer of the hypopharynx. Of the 425 
patients, 27 (6 per cent) were living and apparently 
healed after 5 years. The doses given these patients 
were high (the total skin doses distributed over two 
fields were 7,000, 7,500, 8,800, and 9,100 roentgens). 
These doses were given over a relatively short pe- 


sl 


riod—16, 28, 34, and 45 days. Treatment was de. 
livered through large fields of 100 sq. cm. or more. 
All of the patients except the one treated over the 
45 day period had severe reactions, i.e., cutaneous 
changes, and muscular and deep tissue sclerosis. 
One patient required tracheotomy 2 months after 
treatment and it was necessary for him to retain his 
cannula permanently. 

Between 1937 and 1942 the patients received doses 
which were sometimes higher, but they were given 
over a longer period (from 60 to 74 days) and through 
much smaller fields, from 10 to 15 sq. cm. Seven of 
the surviving patients treated in this way had no 
postradiation complications and so far have shown 
no second cancer in the irradiated area. 

Of 186 patients with clinically metastatic lymph 
nodes treated from 1937 to 1945, 50 showed clinical 
disappearance of the lymph nodes for 6 months to 1 
year or more. The patients died later of local re- 
currence. The percentage of clinical disappearance 
of the lymph nodes has increased during 1946 and 
1947. During the last 10 years the technique in the 
Curie Foundation has been directed as follows: 

Attempts are made to avoid exudative reactions. 
Mucous membrane reactions, when produced, should 
be mild, so that treatment may be continued. If 
more or less intense reaction is produced in spite of 
measures to prevent it, treatment is stopped tem- 
porarily to that area for the duration of this reaction. 
In the meantime, irradiation is continued to the 
lymph nodes through tangential fields which avoid 
the pharynx. The total dose per field is increased 
considerably over the generally accepted limits. This 
is made possible by reduction in the size of the field 
after a certain dose, and the lymph nodes are irradi- 
ated tangentially and by prolongation of the frac- 
tionation beyond the period of 4 to 6 weeks. 

Of 318 patients with carcinoma of the oropharynx, 
25 were well after 5 years, and of 95 patients with 
epithelioma of the nasopharynx, 13 were living and 
well after 5 years. Frank L. Hussey, M.D. 


Angiographic Studies of the Cerebral Vessels in 
Arteriovenous Aneurysms. R. BuNNER. Acta 
radiol., Stockh. 1949, 3: 233. 

About 75 aneurysms have been outlined by an- 
giography at the Serafimal Hospital, Stockholm, 
Sweden. In 16 the angiography was repeated from 
2 weeks to 1 year postoperatively, in order to as- 
certain if the extirpation of the aneurysm had been 
sufficiently radical, and to study secondary circula- 
tion changes in the arteries. 

Angiography shows obvious, rather evenly dis- 
tributed dilatation of the vessels feeding the aneu- 
rysm in a retrograde direction and extending from 
the cerebral aneurysm to the carotid siphon. 

In all of the cases the dilatation regressed or di- 
minished markedly after the operation, sometimes 
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within 2 weeks. This seems to indicate that dilata- 
tion is secondary to the aneurysm rather than to 
degenerative vessel-wall changes as formerly de- 
scribed by Mont Reid. Jane C. MacMiL1an M.D. 


Early Roentgenologic Changes in Idiopathic Ul- 
cerative Colitis. Touric H. Kati and LavrENcE 
L. Rossins. Radiology, 1949, 53: 1. 


The authors reviewed the roentgenograms of 160 
patients in whom idiopathic ulcerative colitis was 
known to be present clinically and sigmoidoscopically 
to determine the earliest roentgenologic signs of this 
condition. 

The technical factors necessary for the demon- 
stration of these early signs are a well cleansed large 
bowel, roentgenograms of good quality taken at a 
speed fast enough to offset intra-abdominal motion, 
and one roentgenogram depicting a full but not over- 
distended colon. The contrast medium used con- 
sisted of the usual mixture of barium, agar substance, 
and water. 

As a result of this investigation two signs have 
been found which, when combined, appear to be 
diagnostic of the early stages of the disease: thick- 
ening of the mucosa, suggested by a change in the 
normal irregular crinkling of the mucosal pattern, 
and scattered multiple tiny serrations along the edge 
of the bowel. FRANK L. Hussey, M.D. 


Clinical and Roentgen Aspects of Internal Biliary 
Fistulas. Report of 12 Cases. CHartes M. Wac- 
GONER and Davip V. LEMoneE. Radiology, 1949, 
53: 31. 

The authors report the findings in 12 cases of in- 
ternal biliary fistulas. 

In the review of 819 reported cases of internal 
biliary fistulas found at surgery, 91 per cent involved 
the colon or duodenum. 

Cholelithiasis was the causative factor in from 85 
to go per cent of the reported cases in which princi- 
pally the gall bladder was involved. Duodenal ulcer 
accounted for approximately 6 per cent, involving 
chiefly the common bile duct. 

On the basis of the 12 cases the following observa- 
tions were made: 

1. The clinical findings were not consistent. Only 
the cases due to a malignant growth presented a 
palpable mass. 

2. Scout films of the abdomen played an im- 
portant role in the diagnosis, revealing abnormal air 
patterns in all cases involving the gall bladder (ap- 
proximately 70 per cent of the series). 

3. In cases of cholecystocolic fistula, the air pat- 
terns on the survey films were adequate for a final 
diagnosis; in cholecystoduodenal fistulas such pat- 
terns were less marked and usually sufficient only for 
preliminary conclusions. 

4. Diagnostic air patterns on scout films were not 
observed in the choledochal fistulas or fistulas asso- 
ciated with malignant growths. 

5. All fistulas were easily demonstrated by barium 
studies of the gastrointestinal tract, with the excep- 
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tion of those blocked by a malignant mass or per- 
forating calculus. 

6. Persistent duct obstruction or failure to pass a 
perforating calculus apparently maintains the pa- 
tency of fistulas involving the duodenum. With in- 
volvement of the colon, severe secondary infection 
is an added factor for the persistence of the fistula. 

FRANK L. Hussey, M.D. 


MISCELLANEOUS 


Techniques for Application of the Betatron to Med- 
ical Therapy. H. Quastter, G. D. ApaAms, G. M. 
Amy, S. M. Dancorr, and OTHERS. Am.J. Roentg., 
1949, 61: 5901. 


A 22 mev. (million electron volts) betatron has 
been used in the treatment of a patient with glio- 
blastoma. Because of the problems normally asso- 
ciated with the use of high energy rays, it was 
thought worth while to present the various facts 
that presented themselves and the way they were 
worked out. 

The occurrence of reaction at the entrance field of 
radiation is not a good guide for judging a toler- 
ance dosage at a given depth. The entrance dose 
is small and the exit dose is actually larger. The- 
tumor depth dose is actually higher. Therefore, 
it is necessary to be precise in the positioning and 
alignment of the patient to the beam. Dosage is 
measured by means of a Victoreen thimble chamber 
and by using a given formula and assaying the bio- 
logical effect. The unit dose is called the roentgen 
equivalent by bioassay (r.e.b.a.). The estimation of 
biological factors is plus or minus 5 per cent. The 
depth dose problem has also been studied and an 
estimate of the isodose has been made. The elimina- 
tion of background irradiation by means of shields of 
masonite die stock and lead in and around the col- 
limator, as well as with secondary lead shields, is 
discussed. The problems pertaining to the clinical 
treatment of the patient, localization of the tumor 
mass, and dosage are also clearly discussed with the 
corresponding findings. 

It is thought that the various problems encoun- 
tered in the treatment of this tumor would be a valu- 
able guide to future treatments of a similar type. 

Maurice D. Sacus, M.D. 


The Role of Nitrogen Mustard (HN;) as a Systemic 
Adjunct to the Radiation Therapy of Certain 
Malignant Diseases. BERNARD Roswit and Gus- 
TAVE Kapitan. Am. J. Roentg., 1949, 61: 626. 


Irradiation is the most effective agent in the treat- 
ment of lymphoma or leucemia. It is believed that 
nitrogen mustard (HN:) would be a useful adjunct 
to radiation therapy when such tumors are radio- 
resistant. 

The clinical material included 87 patients. The 
diseases were primarily Hodgkin’s, lymphosarcoma, 
chronic leucemia, and bronchiogenic carcinoma. 
There was a follow-up study covering a period of 
from 3 to 2t months. Contraindications to mustard 
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therapy are: (1) severe persistent leucopenia or 
thrombocytopenia; (2) direct evidence of progressive 
and severe bone marrow depression; (3) a tendency 
toward bleeding (to avoid hemorrhage in the skull 
and hemopoietic system). 

The drug was given intravenously, 0.1 mgm. per 
kilogram of body weight, once daily for 4 consecutive 
days. The course was repeated not earlier than at 4 
week intervals. The maximum number of courses 
did not exceed five. 

Local necrosis was noted when extravasation oc- 
curred. Gastrointestinal symptoms, particularly 
nausea and vomiting, would begin from 1 to 8 hours 
following the first injection. (These complaints were 
less common in subsequent injections.) The thera- 
peutic agents usually used to combat radiation sick- 
ness appeared to have no effect on “‘nitrogen mustard 
sickness.’’ The hemopoietic system showed the most 
changes following mustard therapy: 65 per cent of 
the patients exhibited a 4 week transitory leucopenia 
after the first course. As the number of courses in- 
creased, the leucopenia became more severe and was 
accompanied by thrombocytopenia and anemia. 
The red blood count and hemoglobin dropped during 
the second week and recovered by the fifth week. 
The leucocyte count dropped between the first and 
twenty-first days and recovered by the third or 
fourth week. There was a depression of practically 
all the bone marrow elements. Recovery took place 
in from 3 to 5 weeks. All of the patients exhibited 
purpuric manifestations clinically and at postmortem 
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studies. The hypoplasia was in proportion to the 
total dose and to the rapidity with which the courses 
were repeated. 

There was 1 instance of toxic psychosis following 
mustard therapy. Testicular atrophy, as reported 
by Spitz, was present in 27 of 30 males whose ages 
ranged from 16 to 60 years. Of another group of 
30 patients with lymphomas and leucemias treated 
by other methods, 57 per cent revealed testicular 
atrophy. 

The effect was noted especially in radioresistant 
Hodgkin’s disease. Eighty-five per cent of the pa- 
tients were materially benefited after a course of 
mustard therapy, and the remission lasted from 1 to 
16 weeks, the average being 7 weeks. When a second 
course was given to 13 patients, 61 per cent re- 
sponded favorably. Of 6 cases of leucemia, 2 showed 
improvement for intervals of less than 1 week; how- 
ever, other authors have reported somewhat better 
results in larger series. Two patients were treated 
for mycosis fungoides with moderate regression of 
the lesions and relief from pruritus for a short period. 
A group of 6,000 cases of bronchiogenic carcinoma 
was followed up. In 9 of 16 patients who had com- 
pression of the superior vena cava, there was favor- 
able remission, lasting for an average of 27 days, 
and sometimes as long as 10 weeks. These patients 
were relieved of intractable cough, dyspnea, and 
pain, and showed roentgenological evidence of re- 
gression of the disease. 

Maorice D. Sacus, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Role of the Cerebral Cortex in the Apperception 
of Pain. G. W. THEOBALD. Lancet, 1949, 2: 41, 94. 


The author discusses the various theories of re- 
ferred pain and concludes that if the visceral origin 
of pain can be abolished by anesthetizing the cu- 
taneous points of reference, then all of the hypoth- 
eses implicating the spinal cord must be revised, re- 
jected, or modified. He believes that referred pains 
are mediated through the thalamus with points of 
reference in the cerebral cortex. 

As proof of these contentions, Theobald offers a 
series of experiments carried out under local anes- 
thesia and under hypnosis. Conclusions drawn from 
the experiments led him to postulate that certain of 
the painful phenomena are probably the result of 
lowered thresholds of pain sensation. These thresh- 
olds are altered by the conditioning of the cerebral 
cortex. This explains why dysmenorrhea is observed 
under certain conditions, while under others it is 
absent. Actually the phenomena in the uterus and 
the adnexa which cause the dysmenorrhea are ex- 
actly the same, yet the pains will be worse at some 
times than at others. 

The author concludes with a quotation from 
Shakespeare, which describes his postulates, “There 
is nothing either good or bad but thinking makes it 
so.” Witt1am C. Beck, M.D. 


Carotid Sinus Infiltration in the Treatment of 
Shock (L’infiltrazione del seno carotideo nel trat- 
tamento dello squasso traumatico). ARMANDO 
AGHINA. Gior. ital. chir., 1949, 5: 242. 


The author reviews the physiology and nerve sup- 
ply of the carotid sinus. The literature on the in- 
filtration of the carotid sinus is also reviewed. 
Creyssel and Suire were the first to use this pro- 
cedure as a treatment for shock in 1940. 

The author has tried this method on a variety of 
patients with good results. The injection is made 
according to Creyssel, at the intersection of a line 
drawn through the hyoid bone and one drawn along 
the anterior border of the sternomastoid muscle. 
The needle is passed on a slightly oblique line until 
it meets the vertebral column and is then with- 
drawn several millimeters and then the pulsation 
of the carotid artery may be seen. From 10 to 30 
c.c. of 1 per cent recorcaina without adrenalin was 
used. Bilateral injection is not advisable as fatal 
results have been reported. This may be due to a 
disturbance in the respiratory regulating mecha- 
nism or to bilateral anesthesia of the vagus. 

The author feels certain that there is some bene- 
fit from this procedure. In about 3 minutes there 
is a rise in the systolic pressure which improves for 
about 10 minutes and remains improved for from 


20 to 25 minutes; then it begins to subside and it 
returns to almost but not quite the same levels. 
While the author tried this method alone in order 
to evaluate its value, he does not recommend that 
it be used alone. Rather, he advises that, because 
of its rapid action, it should be used in addition to 
the other well established means of combating shock, 
including transfusions. In 2 cases of marked shock 
there was no benefit. The author thought that in 
these 2 cases an irreversible state was present and 
for this reason did not believe that miraculous re- 
sults could be expected, as some authors have re- 
ported. Lucian J. Fronputt, M.D. 


The Surgicopathological Aspects of Myasthenia 
Gravis. HucH Rei. Brit. J. Surg., 1949, 36: 380. 


The author briefly reviews the history of the re- 
lationship between the thymus and myasthenia 
gravis from the first surgical attempt at removal of 
the thymus by Sauerbruch in 1911 up until the 
present time, and reports 6 cases of his own. Of these, 
4 were so-called cases of a persistent thymus, 1 was 
an innocent thymoma, and 1 a malignant thymoma. 

Reid discusses the etiology of myasthenia, and 
concludes that the clinical manifestations of the dis- 
ease are often so localized and so ephemeral as to 
throw some doubt on any simple explanation. Fur- 
thermore, he feels that our present knowledge of the 
thymic physiology throws little light on the function 
of this gland as an endocrine organ. In his cases of 
persistent thymus, the medullary portion of the 
gland was infiltrated with an irregular pattern of 
lymphocytes, and folliclelike structures of reticulum 
cells were present, which showed active mitoses. 
Nevertheless, he does not believe that these constant 
features have a direct significance in the pathogenesis 
of myasthenia gravis. The cases are reported in 
detail and the pathological features are described. 

Wittiam C. Beck, M.D. 


EXPERIMENTAL SURGERY 


Systemic Administration of Heparin and Dicumar- 
ol for Postoperative Adhesions; An E: en- 
tal Study. Maurice M. Davipson. Arch. Surg., 
1949, 59: 300. 


Experimental investigations relating to postoper- 
ative peritoneal adhesions were carried out over a 3 
year period. Part of the project was devoted to a 
study of the mechanisms involved in the formation 
and control of adhesions by repeating procedures al- 
ready described in the literature. The second part 
consisted of efforts to limit the development of ad- 
hesions by administering anticoagulants systemically. 

Early ambulation, careful peritonealization of the 
raw surfaces, eversion of the peritoneum by inter- 
rupted sutures in closures, avoidance of compressing 
wound dressings, and the postoperative intraperi- 
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toneal instillation of either gases or slowly absorbed 
liquids were all partly effective in reducing the inci- 
dence of visceroparietal adhesions. Nevertheless, 
viscerovisceral adhesions recurred in 100 per cent 
plus. 

Consequently, solutions of heparin in isotonic so- 
dium chloride, in 20 per cent gelatin, and in Pitkin’s 
menstruum wereinjected intraperitoneally inamounts 
necessary to prolong the coagulation time. This 
prompted a 50 to 75 per cent reduction in the de- 
velopment of both visceroparietal and viscerovisceral 
adhesions. The chief complication encountered was 
intraperitoneal bleeding but this was largely self 
compensatory by reabsorption, usually within 4 days 
after operation. When gelatin was used as the ve- 
hicle it was associated with less irritation and less 
hemorrhage than when Pitkin’s menstruum was 
used. Heparinization seemed not to interfere with 
wound healing. 

The second part of the study was devoted to the 
systemic administration of anticoagulants, heparin 
and dicumarol, or both, to dogs in whom areas of 


serosa were denuded as well as abraded. Efforts were 
made to maintain the coagulation time above 15 
minutes. ; 

Among the group of animals given heparin in 
Pitkin’s menstruum, visceroparietal adhesions oc- 
curred in only 12 per cent and viscerovisceral adhe- 
sions occurred between abraded areas in less than 
I per cent and in denuded areas in only 65 per cent. 

In those given heparin in gelatin, visceroparietal 
adhesions appeared in 12 per cent and in denuded 
areas in 68 per cent. 

Dicumarol given orally proved to be very much 
less effective. The coagulation time was difficult to 
control and 25 per cent of the animals suffered fatal 
hemorrhage. Moreover, visceroparietal adhesions 
formed in 37 per cent and viscerovisceral adhesions 
in 50 per cent. 

Dicumarol given orally and heparin given in Pit- 
kin’s vehicle subcutaneously resulted in viscero- 
parietal adhesions in 31 per cent and viscerovisceral 
adhesions in 56 per cent. Fatal hemorrhage oc- 
curred in 12 per cent. Davi H. Lynn, M.D. 
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